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In t r o d u c t io n
The debate about whether psychotic experiences can be regarded as understandable 
and meaningful tends to reflect the divisions of opinion between psychiatry and 
psychology. Traditionally, psychotic experiences have been regarded as un- 
understandable and meaningless. However, there appears to have been an evolution 
from this, mainly psychiatric, view to a view of psychotic experiences as becoming 
both meaningful and understandable.
Psychotic experiences have generally been regarded as symptoms of a psychotic 
disorder (e.g. schizophrenia, manic depression etc.) (British Psychological Society, 
2000). As a result, research has tended to focus on psychotic symptoms as part of a 
specific disorder, generally schizophrenia. However, the validity of the concept of 
schizophrenia is debated within the literature, and there has been a gradual shift in 
focus away from an approach that focuses on the underlying disorder to one that is 
symptom specific (Chadwick, et a l, 1996).
Numerous attempts have been made to classify psychotic symptoms along different 
dimensions. As a result, a distinction has been made between positive symptoms, 
(e.g. hallucinations, delusions, thought disorder) and negative symptoms (e.g. social 
withdrawal, lack of motivation, poverty of speech). This distinction is widely used 
when describing the symptoms of psychotic disorders, such as schizophrenia (Fowler, 
et a l, 1995).
Before addressing the argument of whether psychotic experiences are meaningful and 
understandable it is useful to define the experiences that will be considered. This 
essay will focus on positive psychotic experiences rather than an underlying disorder. 
Concentrating on the experiences of delusions and hallucinations, as these are the 
areas that are the most widely researched. Useful definitions o f these experiences 
have been provided by the British Psychological Society (2000), which defines 
hallucinations as: ‘Hearing voices speaking when there is no-one there, or seeing or
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feeling things that other people do not’ (p.8), and delusions as: ‘Holding strong 
beliefs that others in the person’s social environment do not share’ (p.8).
It is intended that the question of whether psychotic experiences are understandable 
will be addressed in terms of a theoretical understanding. Initially, the traditional 
psychiatric view of psychotic experiences as un-understandable and meaningless will 
be outlined. This will be followed by arguments from psychological theories that 
have attempted to provide a theoretical understanding of these experiences.
The concept of meaning will be addressed in terms of whether psychotic experiences 
are meaningful to the person who is experiencing them. Particular reference will be 
made to cognitive behavioural therapy, which takes as its primary focus the meaning 
the experience has for the person and the influence of life experience on the content of 
hallucinations and delusions.
AMH ESSSAY
T h e o r e t ic a l  U n d e r st a n d in g
Traditional Approaches
Traditionally psychotic experiences have been viewed as discontinuous from normal 
experience (Chadwick et a l, 1996). They are regarded as qualitatively different from 
all other experiences and are consequently un-understandable. This view o f psychotic 
experiences is evident in the distinction made by psychiatry between neuroses and 
psychoses, which regards neuroses as understandable in terms of psychological 
processes (Chadwick e / <7/., 1996).
The work of Jasper’s at the turn o f the century was influential in the acceptance o f this 
view of psychosis (Bentall, 1996). According to Jaspers (1959, as cited in McKenna, 
1991) delusions are ‘alien, un-understandable, and the manifestation of a radical 
transformation in the basic process of thinking’ (p.36). As a result, it is not possible 
to understand delusions in terms of an individual’s life experiences, personality or any 
other psychological processes (Jaspers 1963, as cited in Walker, 1991). This 
historical view o f psychosis is still present in modem psychiatry. For example, 
Berrios (1991) describes delusions as ‘empty speech acts, whose informational 
content refers to neither world nor se lf (p. 12)
This view o f psychotic experiences as un-understandable and meaningless has 
significant implications for treatment choices. The logical end point of such a view is 
to focus on organic explanations of psychosis, such as anatomical abnormalities in the 
brain (Bentall, 1996). For example, the traditional psychiatric view o f schizophrenia 
regards it as an organic disorder that cannot be understood in terms o f normal 
behaviour (Claridge, 1990). Such a view would consequently lead to the conclusion 
that the most suitable approach for treating psychosis would be based on a biomedical 
model. This is evident in the traditional basis of mental health services where 
psychotic experiences are seen as symptoms of an underlying illness that require 
treatment with medication (British Psychological Society, 2000).
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Furthermore, this traditional view of psychotic experiences argues that it is not 
possible to weaken delusional beliefs through counter-argument (Chadwick et a l, 
1996). The implication of this is that psychological approaches, such as cognitive 
behavioural therapy, are redundant in the treatment of psychosis. There is no value in 
encouraging people to talk about their delusions as delusional beliefs are un- 
understandable. Indeed, the influence of these traditional views is still present in 
mental health services where professionals may believe that encouraging people to 
talk about their psychotic experiences is, at best, o f no value and, at worst, may even 
cause their symptoms to deteriorate (Fowler, et a l, 1998). However, research that 
looks at individual psychotic experiences rather than syndromes has begun to 
challenge these traditional views of psychoses.
Psvehotic Experiences on a Continuum
More recently there has been a focus on researching the experiences o f psychotic-type 
symptoms in the general population (Claridge, 1990). Such work has generated 
considerable evidence that psychotic experiences exist on a continuum with normal 
experience (British Psychological Society, 2000). For example, Tien (1991, as cited 
in British Psychological Society, 2000) established that approximately 10 -  15% of 
the ‘normal population’ (those who do not meet the criteria for mental illness) have 
experienced a hallucination at some point. In the case of delusions it has been 
suggested that the beliefs of a significant percentage of the general population may be 
regarded as paranoid or bizarre by others (Verdoux, et a l, 1998, as cited in British 
Psychological Society, 2000). Furthermore, it is possible to cause psychotic 
experiences in individuals without a diagnosis of mental illness when they are 
exposed to unusual conditions (e.g. sensory deprivation, severe stress etc.) (Fowler, et 
a l, 1995).
Taken together these findings suggest it may be more appropriate to think of 
psychotic experiences as an extreme manifestation of characteristics present in the 
general population (British Psychological Society, 2000). This approach challenges 
the traditional view of psychotic experiences as discontinuous and qualitatively 
distinct from other experiences. If psychotic experiences are on a continuum with
10
AMH ESSSAY
normal experiences then they can no longer be regarded as random and un- 
understandable. Rather, they can be understood in terms o f psychological processes 
and a person’s personality and life experiences. Consequently, rather than being 
regarded as qualitatively different from normal experience, they can instead be 
regarded as quantitatively different (Chadwick et a l,  1996).
This view of psychotic experiences as being on a continuum with normal experience 
has implications for clinical practice. If  psychotic experiences are quantitatively 
different from normal experience and therefore understandable it allows for the role of 
psychological processes in psychotic experiences and therefore the use of 
psychological treatment techniques. Furthermore, the concept of a continuum of 
experience can be used in therapeutic techniques aimed at helping to relieve the 
stigma and anxiety felt by people who experience psychotic symptoms (Fowler et a l,
1995). The concept of a continuum and the presence of psychotic experiences in the 
general population can underpin techniques designed to help normalise their 
experiences. The aim of such techniques would be to help people to accept their 
experiences as something that happens to many people rather than seeing their 
experiences as strange and un-understandable (Fowler et a l, 1995).
The therapeutic value of such an approach is demonstrated by Chadwick’s (1995) 
account of his personal experience of psychosis in which he states:
I  was prepared to accept that what I  experienced and thought was 
extreme ...but it was not at all therapeutic fo r  me to regard m yself as ...in some 
sense categorically different from standard-minded people (p.31).
Psychological Theories
The development of psychological theories that attempt to explain psychotic 
experiences has also challenged the traditional view of them as un-understandable and 
qualitatively different from normal experience. A number o f psychological theories 
have been proposed that attempt to account for psychotic experiences in terms of 
psychological processes.
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These explanations date as far back as Freud’s (1924, as cited in Jones, et a l, 2003) 
explanation of auditory hallucinations in terms o f ‘intra-psychic conflict and a return 
to the defensive functioning of early childhood’ (p. 190). In addition, other theorists 
working from a psychoanalytic perspective have attempted to explain hallucinations 
by drawing attention to their similarities with dreams and suggesting that, like dreams, 
hallucinations provide a means of expressing wishes, sometimes metaphorically, that 
the conscious mind finds unacceptable (Jones et a l, 2003).
More recently, research has focused on attempting to provide cognitive explanations 
for psychotic experiences. These explanations have focused on a range of 
disturbances in cognitive processes that may be responsible for such experiences. For 
example, Maher (1974) provided an explanation of delusions that accounted for them 
as a result of a perceptual disorder. According to his theory the delusional belief is 
generated by normal cognitive processes, but in the presence of abnormal perceptual 
experiences (Maher, 1974). A slightly different explanation for delusions of 
reference and persecution, and third person auditory hallucinations was provided by 
Frith (1992, as cited in Garety & Freeman 1999) who explained such experiences in 
terms of a theory of mind deficit. That is these experiences occur because the person 
is unable to ‘represent the beliefs, thoughts and intentions of other people’ (p. 116)
Garety and Hemsley (1994, as cited in Garety & Freeman, 1999) have proposed a 
multi-factorial model that explains the development of delusions. According to this 
model factors such as past experience, affect, self-esteem and motivation are involved 
in the development and maintenance of some delusions. Whereas in other delusions 
the primary factors involved in their development and maintenance are perceptual and 
judgement biases. This model also highlights the role of probablisitic reasoning in the 
formation and maintenance of delusions and believes that people who experience 
delusions are prone to a data gathering bias that leads them to jump to conclusions 
(Garety & Hemlsey, 1994, as cited in Garety & Freeman, 1999).
More recently this model was extended into a cognitive model o f positive psychotic 
symptoms by Garety, et a l (2001). According to this theory the development of 
positive psychotic experiences occurs through one of two routes. They may develop
12
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either through a combination of both cognitive and emotional changes or, through 
changes in affect alone. This model hypothesises that some people have a pre­
disposition that makes them vulnerable to develop psychotic symptoms and that in 
such people a triggering event gives rise to disturbances in normal cognitive processes 
(Garety et a l,  2001). These disturbances can be conceptualised in two ways (Garety 
et a l, 2001). Firstly, there may be a disruption in the normal cognitive filtering 
system such that material enters conscious awareness that the person would otherwise 
not be aware o f (Hemsley 1993, as cited in Garety et a l, 2001). Secondly, there may 
be a disruption in the person’s ability to self-monitor, which would result in them not 
recognising their own intentions to act and consequently interpreting them as alien 
(Frith, 1992 as cited in Garety et a l, 2001). Biases in appraisal processes are central 
to this model as the key to developing psychotic symptoms is a bias to attribute 
experiences as externally caused (Garety et a l, 2001).
All these theories attempt to explain psychotic experiences in terms of psychological 
processes. Consequently, experiences such as delusions and hallucinations are no 
longer regarded as bizarre and un-understandable. Instead, they are understood as 
resulting from either biases in cognitive processes (e.g. Garety et a l, 2001), or normal 
cognitive processes operating in the presence of anomalous perceptual experiences 
(Maher, 1974).
Although there are some differences in the accounts of the development and 
maintenance of psychotic experiences provided by cognitive models most of the 
recent models appear to agree that ‘psychoses are heterogeneous and multifactorial 
and as best understood within a biopsychosocial framework’ (Garety et a l,  2000, 
p.74). This view of psychotic experiences is in direct contrast with Jaspers (1963, as 
cited in Walker, 1991) view that they cannot be understood in terms of psychological 
processes, or an individual’s personality or life experiences.
Clinically this has significance as it suggests that a treatment model based on the 
biomedical model would have limitations as it would not address the psycho-social 
factors involved. Moreover, if biases in cognitive processes are involved in the 
development and maintenance of psychotic experiences it would seem useful to use
13
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therapeutic techniques that could address such biases (e.g. cognitive behavioural 
techniques).
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T h e  M e a n in g  o f  P sy c h o t ic  E x p e r ie n c e s
If psychotic experiences are accepted to be random and un-understandable then the 
content of such experiences would seem to be unimportant. However, if psychotic 
experiences are understandable in terms of psychological processes then ‘the content 
would be expected to contain significance and personal meaning and to connect to the 
person’s wider psychological vulnerability’ (Chadwick et a l, 1996, p.xv).
A considerable amount of research has highlighted the issue o f personal meaning of 
psychotic experiences to the individual involved.
Meaning and Auditory Hallucinations
Research has shown that auditory hallucinations are experienced differently by 
different people. Some people find their voices frightening and are extremely 
distressed by them, whereas others find their voices reassuring and may actually seek 
contact with them (Chadwick & Birch wood, 1994). In addition. Miller, et a l  (1993) 
found that some people have positive experiences of their hallucinations. For 
example, they may regard their voices as providing companionship. Their research 
showed that some people believe that their hallucinations serve an adaptive function, 
and a minority of people who have this belief do not want to lose their voices. They 
also found that people who had positive experiences of their hallucinations, and 
valued them as a result, were significantly more likely to continue to hear their voices 
after treatment as an in-patient (Miller, et a l, 1993).
It has also been shown that peoples’ engagement with their voices is influenced by 
whether they regard them in a positive or a negative way. For example, Chadwick 
and Birchwood (1994) found that if a person regards their voice as benevolent they 
are more likely to engage with it, whereas they are more likely to resist their voice if 
they regard it as malevolent.
In addition, a number of studies have established a link between how a person 
understands their voices and their emotional, behavioural and cognitive responses. 
For example, Romme and Escher (1989, as cited in Chadwick & Birchwood, 1994)
15
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found that a person’s ability to cope with their voices was related to their appraisal of 
them. Similarly a further study by Birchwood and Chadwick (1997) demonstrated 
that it is ‘beliefs about voices, and not voice activity per se, [that] hold the key to 
understanding the affect and behaviour they generate’ (Birchwood & Chadwick, 
1997, p.1350).
The fact that peoples’ beliefs and appraisals of their voices influences factors such as 
their ability to cope, the level of distress caused, and affective, behavioural and 
cognitive reactions, shows that the content of peoples’ voices is meaningful to them.
Clinically this shows that it is important for therapists to understand the meaning 
voices have to a person before attempting therapeutic interventions. In addition, it is 
important for a therapist to be aware of the beliefs the patient holds about their 
hallucinations. For example, if patients believe that their hallucinations serve an 
adaptive function it would be useful to work with the patient to identify the need met 
by the hallucinations and find alternative ways for the person to meet that need 
(Miller, et a l, 1993).
Cognitive Therapv for Psychosis
‘Cognitive therapists assume that people with psychosis, like all of us, are attempting 
to make sense of the world and their experiences’ (Fowler, et a l ,  1998, p. 123). The 
symptoms of psychosis (e.g. delusions and hallucinations) are understood as adaptive 
responses to threats that occur as a result of either a biological vulnerability or 
difficult social circumstances (Fowler et a l, 1998). The cognitive model o f psychosis 
assumes that the central dysfunction that is responsible for psychotic symptoms 
occurs in automatic cognitive processes and as a result the person is not consciously 
aware of it (Fowler et a l, 1998). This means that the person experiences the onset of 
psychosis as an onset of strange and unusual experiences which they cannot explain 
(Fowler e /a/., 1998).
According to the cognitive approach the person will attempt to make sense o f these 
unusual experiences, and the understanding and meaning they ascribe to their
16
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psychotic experiences is all important (Fowler et a l,  1998). From a cognitive 
therapist’s perspective the development of delusional beliefs, as well as beliefs about 
voices, are influenced by the meanings that people associate with their psychotic 
experiences. These meanings will also influence the person’s emotional and 
behavioural responses (Fowler et a l, 1998).
An important part o f cognitive therapy is the development of a cognitive formulation, 
and this is as true for psychosis as it is for any other area in which cognitive 
approaches are applied (e.g. depression). In developing a formulation cognitive 
therapists work with the person to understand their current problems, how they may 
have developed and what factors may be maintaining them (British Psychological 
Society, 2000). The purpose of arriving at a formulation and discussing it with the 
client is to help the person arrive at a new, less distressing, understanding of their 
problems (Fowler et a l,  1998).
Cognitive, behavioural and emotional responses to psychotic experiences are 
understood as being rooted in the person’s understanding of their world (Fowler et a l, 
1998). The central process in therapy is collaboration between therapist and client in 
developing an understanding of the psychotic experience. Once again the value of 
this is highlighted by personal accounts of the experience of psychosis. Chadwick
(1995) reports that he found it extremely therapeutic to be able to understand his 
psychotic experiences and embed them in his ‘life experience as a whole’ (p.31). 
According to him this link between his experiences at the time and his earlier life 
experiences was much more helpful than seeing it as ‘a bizarre explosion of 
symptoms’ (Chadwick, 1995, p.31).
This is supported by the author’s personal experience o f working therapeutically with 
a young woman experiencing psychotic symptoms. The patient’s cultural and family 
background led to her growing up in an environment where there was no privacy and 
her parents and brothers were aware of everything she did. Later in therapy she came 
to the conclusion that this lack of privacy may have helped contribute to her paranoid 
beliefs about being watched by cameras and having all her conversations listened to. 
As, in fact, she was constantly watched, although not by cameras, and it was
17
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impossible for her to keep any area of her life private. The patient reported that this 
new understanding o f her beliefs provided her with some relief from her distress and 
seemed to help enable her to accept that there were not cameras watching her every 
move.
The use of cognitive-behavioural therapies with people who present with psychotic 
experiences has been strongly supported by evidence from randomised controlled 
trials (Fowler et a l, 1998). This supports the argument that psychotic experiences are 
meaningful, rather than random, meaningless and un-understandable as the central 
premise o f such therapy is developing an understanding of the experience in terms of 
the meaning it has to the person.
Cultural Differences in Psvehotic Experiences
Cross cultural research has highlighted the role that both social and cultural factors 
play in influencing the sensory systems that are involved in hallucinations, as well as 
whether experiences are described as delusional in the first place (Al-Issa, 1978; Kent 
& Wahass, 1996). For example, auditory hallucinations are more common than visual 
hallucinations in European cultures, whereas the reverse is true in non-western 
cultures (Suhail & Cochrane, 2002). In some cultures hearing voices is not regarded 
as a sign o f psychosis and instead the people who hear voices are regarded as gifted. 
For example, in the South African Xhosa culture people who hear voices are trained 
to become indigenous healers (Sodi, 1995, as cited in Jones, et a l, 2003, p. 190).
In their study comparing hallucinations in the UK and Saudi Arabia Kent and Wahass
(1996) found that characteristics (e.g. loudness of voice) were similar across cultures 
but that some aspects of the content of the hallucinations was influenced by culture. 
For example, Saudi Arabian patients tended to be more likely to report religious and 
superstitious content, whereas patients from the United Kingdom were more likely to 
report instruction and running commentary (Kent & Wahass, 1996).
Further, research has shown that the types of delusions and hallucinations that a 
person experiences are influenced by social and cultural environment (Suhail &
18
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Cochrane, 2002). For example, Kim et al. (1993, as cited in Suhail & Cochrane, 
2002) compared the content of delusions in Korean and Chinese patients diagnosed 
with Schizophrenia. They found that many of the differences in content could be 
related to ‘sociocultural and political differences in the experiences o f the two groups’ 
(p.127).
Research such as that outlined above demonstrates that cultural and environmental 
factors are important in the explanation of psychotic experiences, such as 
hallucinations and delusions (Suhail & Cochrane, 2002). As such, if  these factors 
influence the development, classification and content of psychotic experiences then 
these experiences cannot be regarded as random meaningless symptoms of an 
underlying psychiatric disorder. Instead they must be regarded as meaningful to the 
person experiencing them in as much as they are reflective o f that person’s 
sociocultural experience. An important implication o f this, especially for western 
practitioners working in a multi-cultural setting, is an awareness o f an individual’s 
cultural experience when diagnosing and treating people who are experiencing 
psychotic symptoms. For example, when developing a psychological formulation to 
account for the formation of psychotic experiences it would be important to consider 
factors such as an individual’s cultural background and experience (Manschreck, 
1995, as cited in Suhail & Cochrane, 2002).
Content as a Reflection of Life Experiences
In addition to research showing that cultural factors affect the content of psychotic 
experiences research has shown that the content of delusions is related in many ways 
to a person’s life experience (Rhodes & Jakes, 2000). For example, a person who has 
had a religious upbringing may be more likely to experience delusions that have a 
religious content (Rhodes & Jakes, 2000).
This idea that a person’s life experience would influence the content of their delusions 
is not new. For example, as has already been described, Maher (1974) provided a 
theory of delusions, which hypothesised that delusional beliefs originated as an 
attempt to explain anomalous perceptual experiences. However, he also believed that
19
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the content o f the delusion would be influenced by the person’s past life experiences, 
and their circumstances at the time of the development of the delusional belief 
(Maher, 1974).
Further research has investigated the relationship between delusional beliefs and 
particular life concerns. For example, Neale (1988, as cited in Rhodes & Jakes, 2000) 
hypothesised that grandiose delusions might be a reflection of the person’s concerns 
surrounding issues of self-esteem. In addition, it has been suggested that delusional 
beliefs may also reflect the desires of a person. For example, delusions of love and 
pregnancy may reflect a desire for attachment, whereas grandiose delusions may 
reflect a desire for success or power (Rhodes & Jakes, 2000).
Rhodes and Jakes (2000) demonstrated a link between personal experience and the 
content of delusions. The results of their study led them to conclude that ‘delusional 
talk is expressive and an attempt...to describe the person’s lived experience’ (p.221). 
As such, their conclusions contrast with Berrios’ (1991) claim that delusions are 
meaningless empty speech acts.
The research outlined above suggests that psychotic experiences reflect a person’s life 
experiences, and their concerns and desires. This provides evidence that psychotic 
experiences can be regarded as meaningful to the person and challenges the view that 
such experiences are random and meaningless.
Clinically this suggests that it is important for therapists to understand the personal 
significance of psychotic experiences. As such an understanding may provide 
information that is helpful in reaching an understanding of the development and 
maintenance of the person’s psychotic experiences. Once again this highlights the 
value of cognitive behavioural approaches as a key part o f these approaches involves 
contextualising the person’s current experience in terms o f past experience. (Garety, 
et a l, 2000).
20
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C o n c l u sio n s
This essay has attempted to address the question of whether psychotic experiences are 
understandable and meaningful. In answering this question it has reflected the 
evolution of ideas from the traditional, mainly psychiatric view, o f psychosis as 
qualitatively different from normal experience to a new view of psychosis as 
quantitatively different and therefore understandable and meaningful.
The traditional view of psychosis led to it being distinguished from neurosis, which 
was regarded as understandable in terms of psychological processes (Chadwick et a l,
1996). Furthermore, it meant that there was a focus on identifying organic causes for 
psychosis, as well as a reliance on the biomedical model in treatment. As a result, 
psychology was not considered to have a useful role to play in the treatment of 
psychosis and instead, treatment consisted of the use of medication to treat the 
underlying illness o f which the psychotic experiences were symptoms (British 
Psychological Society, 2000).
However, this traditional view of psychosis has been challenged by research which 
has presented evidence that psychotic experiences can be regarded as both 
understandable and meaningful. The growth of psychological research into theories 
that can explain the development of delusions and hallucinations has presented some 
interesting findings. This is a relatively new area of work (Freeman & Garety, 2002) 
and yet a number o f hypotheses have been developed that attempt to provide an 
understanding of how psychotic experiences develop (e.g. Garety & Hemsley, 1994; 
Garety et a l,  2001). Taken together this research provides evidence that psychotic 
experiences are quantitatively different, rather than qualitatively different, from 
normal experience and are therefore understandable in terms of psychological 
processes rather than being random and un-understandable.
These theories also have important clinical significance. If psychotic experiences are 
quantitatively different and can be explained in terms of biological vulnerability and 
cognitive processes then it suggests that the adoption o f a biopsychosocial model of 
treatment would be appropriate. Consequently, it suggests that psychological
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techniques have a role to play in the treatment of psychosis. This suggestion is 
supported by the recent developments of cognitive behavioural therapy as a treatment 
for psychosis and the evidence of its effectiveness provided by randomised controlled 
trials (Fowler et a l, 1998). Furthermore, patients may find the experience of 
cognitive behavioural therapy more positive as research has highlighted that patients 
regard cognitive behavioural therapy as providing an opportunity to ‘discuss their 
problems with a genuinely interested and empathie person who took their experiences 
seriously’ (Messari & Hallam, 2003. p. 183). This is in contrast to research that has 
shown that patients with psychosis often feel that their psychiatrists do not listen to 
them or understand their experiences (Chadwick, 1997).
The issue of meaning was addressed in terms of whether the content of psychotic 
experiences is meaningful to the person who experiences them. Once again the 
research into the use o f cognitive behavioural therapy in psychosis is relevant to this 
area. The key concept in a cognitive model of psychosis is the meaning that the 
person ascribes to their psychotic experiences, and the central process in therapy is the 
development of an understanding of those experiences (Fowler et a l, 1998). 
Consequently, the effectiveness of these treatment techniques, as demonstrated by 
evidence from randomised controlled trials (Fowler et a l, 1998) provides evidence in 
support of the argument that psychotic experiences are meaningful.
In addition, research has demonstrated that a number of factors influence not only the 
content of delusions and hallucinations, but also the sensory modality in which 
hallucinations are experienced, the degree of distress, and whether such experiences 
are regarded as a sign of underlying mental illness or part of normal development. 
These factors include; socio-cultural factors, and an individual’s life experience, 
current situation, and life concerns and desires (e.g. Kent & Wahass, 1996; Rhodes & 
Jakes, 2000). Taken together this research suggests that rather than being random and 
meaningless, psychotic experiences are meaningful in that they reflect a person’s life 
experience, and environment.
In conclusion, the arguments presented here have suggested that rather than being un- 
understandable, psychotic experiences can in fact be understood in terms of normal
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psychological processes, a person’s life experiences, and socio-cultural factors. 
Furthermore, psychotic experiences are meaningful to the person in that they reflect 
the person’s life experience, environment, concerns and desires. The meaning that the 
person ascribes to these experiences is also important as it influences the degree of 
associated distress that is experienced.
Such findings suggest that a treatment approach rooted in the biomedical model that 
regards psychotic experiences as random, un-understandable, meaningless symptoms 
of an underlying mental disorder would not be appropriate as the sole mode of 
treatment. Such an approach would not reflect peoples own experience of their 
psychotic experiences, or address all factors that are involved in the development and 
maintenance of such experiences. Instead an approach that also utilises psychological 
techniques in an effort to arrive at an understanding o f the individual factors that are 
involved in the person’s psychotic experiences would seem more appropriate. This is 
supported by the guidelines provided by the National Institute for Clinical Excellence 
(NICE) for treatment of schizophrenia, which state:
Cognitive behavioural therapy should be available as a treatment option fo r  
people with schizophrenia. In particular, cognitive behavioural therapy 
should be offered to people with schizophrenia who are experiencing 
persisting psychotic symptoms (NICE, 2002, p. 16).
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INTRODUCTION
Bowlby’s attachment theory has generated a large body o f research linking infants’ 
early care-giving experiences with later psychopathology (Jones, 1996). However, 
the application of attachment theory to the relationships of people with a learning 
disability is a more recent development. As such, there is a limited amount of 
research into the relationship between attachment style and challenging behaviour. 
However, there is a growing body of research investigating the attachment styles of 
children with a learning disability.
This essay will begin by providing an outline o f attachment theory, before 
considering attachment styles in children with a learning disability, particularly 
children with Down’s syndrome as this area has been most widely researched. It 
will then go on to consider how the theory can assist in the understanding of 
challenging behaviour in people with a learning disability.
Definitions
Before addressing the question of how useful attachment theory can be in 
understanding challenging behaviour it is useful to define the terms being used.
A learning disability is defined as a ‘significant impairment of intellectual functioning 
[with a] significant impairment of adaptive/social functioning’ (p.9), which developed 
before adulthood (Ball, et a l, 2004).
For the purposes of this essay Emerson’s (1995) definition o f challenging behaviour 
will be used, which defines challenging behaviour as:
Culturally abnormal behaviour(s) o f  such an intensity, frequency or duration 
that the physical safety o f  the person or others is likely to be placed in serious 
jeopardy, or behaviour which is likely to seriously limit use of, or result in, the 
person being denied access to, ordinary community facilities (p. 4).
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ATTACHMENT THEORY
Attachment theory was originally developed by Bowlby combining concepts from 
ethology and psychoanalysis (Holmes, 1997). According to Bowlby the attachment 
system is biologically driven and evolutionary adaptive, as infants depend on their 
carers for survival (Goldberg, 1991). Attachment behaviours are developed so that 
the infant can maintain proximity to its care-giver and attract care and attention 
(Goldberg, 1991). The attachment behavioural system is reciprocal, as the parent is 
offering care-giving behaviour that ‘matches, or should match, the attachment 
behaviour o f the child’ (Holmes, 1997 p.75). One of the core purposes of the infant’s 
attachment figure is to provide them with a secure base from which they can explore 
their environment secure in the knowledge that they will be able to rely on their 
attachment figure to provide security and safety if they feel endangered or threatened 
(Holmes, 1997).
Bowlby described attachment as monotropic, in that the infant forms an attachment to 
one specific person. From Bowlby’s perspective this was the mother and therefore his 
early work focused on mother-child attachment (Holmes, 1997). However, 
contemporary theorists regard infants as being capable o f making multiple 
attachments to a small group of figures. These attachments are organised as a 
hierarchy, which usually (although not always) has the mother at the top (Holmes,
1997).
Attachment theory was further developed by Mary Ainsworth, who also devised a 
methodology for measuring attachment, the Strange Situation (Bretherton, 1992). 
The Strange Situation is a laboratory based assessment divided into eight brief 
episodes which are designed to be increasingly stressful (Barnett & Vondra, 1999). 
During the assessment the child is separated from their care-giver on two occasions 
and at one point is left alone for up to three minutes (Barnett & Vondra, 1999). The 
situation is considered to be stressful enough to result in the activation of the 
attachment behavioural system of most children (Barnett & Vondra, 1999).
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Patterns of Attachment
As a result of studies conducted using the Strange Situation Ainsworth identified three 
categories o f attachment (Main, 1996).
1. The Secure (Type B) Pattern.
Infants appear to miss their mother during separation but greet her positively upon 
reunion and soon return to play (Main, 1996). This treatment o f the mother as a 
“secure base” is the pattern of attachment seen in the majority o f infants in normative 
samples (Van IJzendoom, et a l, 1992).
2. The Insecure Avoidant (Type A) Pattern.
Infants pay little attention to their mother when she is present, show very few signs of 
distress on separation and appear to either avoid or ignore her upon reunion (Main, 
1996).
3. The Insecure-Ambivalent/Resistant (Type C) Pattern
Infants focus their attention on their mother and do not show much exploratory 
behaviour. They show high levels of distress during separation and upon reunion 
appear to be either angry or passive (Main, 1996).
Since Ainsworth’s original work a great many studies have replicated these findings 
and the majority of infants in such studies are classified as securely attached (Main, 
1996). However, later research established that many infants, particularly those in 
high-risk samples, could not be classified according to any of the existing attachment 
patterns (Main, 1996). As a result, a fourth classification was developed; Insecure- 
Disorganised/Disorientated (Type D) (Main, 1996). Infants in this category do not 
appear to have developed a coherent strategy for managing arousal o f the attachment 
system. They also display odd behaviours that indicate that they find their mother 
frightening or confusing (Van IJzendoom et a l,  1992). This pattern of attachment is 
seen in the majority o f infants who have experienced parental maltreatment (Main,
1996). It is not common among middle-class samples but increases in frequency with 
increasing social risk factors (Lyons-Ruth, et a l, 1993). Furthermore, the pattern of
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disorganised behaviour appears to differ between low and high risk samples with most 
disorganised infants in low-risk settings displaying underlying secure strategies, 
whereas in high-risk settings disorganised infants are more likely to display 
underlying insecure strategies, particularly insecure avoidant (Lyons-Ruth et a l, 
1993).
Bowlby explained the creation of insecure attachments as resulting from ‘gross 
disruptions o f parenting, such as parental death’ (Holmes, 1997 p.85). However, 
since the expansion of his original work attachment theorists now focus on more 
subtle forms of parent-child interaction that affect the attachment relationship. For 
example, maternal sensitivity and responsiveness are regarded as extremely important 
in helping a child form a secure attachment to its mother (Holmes, 1997).
Attachment theory also includes an important cognitive component (Goldberg, 1991). 
According to Bowlby the child’s attachment experiences lead to the creation of an 
internal working model of itself and the world, which guides its other relationships 
(Holmes, 1997). For example, a securely attached child will have an internal working 
model ‘of a responsive, loving reliable care-giver, and of a self that is worthy of love 
and attention and will bring these assumptions to bear on all other relationships’ 
(Holmes, 1997 p.79). In this way a child’s early attachment experiences influence 
subsequent relationships and behaviour.
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ATTACHMENT IN PEOPLE WITH A LEARNING DISABILITY
Research into attachment in people with a learning disability is limited. However, 
studies in this area suggest that infants with a learning disability are less likely to be 
securely attached than children from normative samples. For example, studies have 
found that children with a learning disability and autism are more likely to be 
insecurely attached (Van IJzendoom, et a l, 1992). Similar findings have been 
demonstrated by studies investigating attachment in Down’s syndrome. For example, 
Vaughn, et a l (1994) found higher rates of disorganized attachment in children with 
Down’s syndrome. Further studies have found that as a group people with a variety 
of “neurological abnormalities” (e.g. autism, Down’s syndrome and cerebral palsy) 
are more likely to develop disorganized attachments and less likely to be securely 
attached to their care-givers (Van IJzendoom, 1999, as cited in Janssen, et a l,  2002).
However, instruments used to assess attachment have not been developed specifically 
for use with people with a teaming disability so the validity o f their use in this 
population needs to be questioned (Janssen, et a l, 2002). For example, the 
appropriateness of the Strange Situation as a measure of attachment in Down’s 
syndrome has been questioned. Vaughn et a l  (1994) observed that children with 
Down’s syndrome do not appear to experience the same level of stress as children 
without a leaming disability when exposed to the Strange Situation. They concluded 
that the standard attachment classifications ‘should not be used routinely when 
interpreting the behaviour of young children with Down syndrome in the Strange 
Situation’ (p. 105). However, Berry, et a l  (1980) and Ganiban, Bamett and Cicchetti 
(2000) concluded that children with Down’s syndrome are sensitive to the strange 
situation and its use is valid with this population. This is supported by Atkinson et al. 
(1999) who found a correlation between attachment behaviour in the laboratory, as 
measured by the Strange Situation, and at home.
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Factors contributing to lack of a secure attachment
The outcome of research such as that outlined above raises the question of why 
children with a leaming disability are less likely to be classified as securely attached.
It has been suggested that people with leaming disabilities are more likely than the 
general population to experience relationship difficulties because o f the numerous 
factors that make parent-child bonding difficult (Clegg & Landsall-Welfare, 1995). 
There are a number of specific factors associated with leaming disability that may 
contribute to the higher rates of disorganised attachment (Janssen et al., 2002).
1. Parental Stress
For parents, being told that their child has a leaming disability is an extremely 
stressful life event (Marvin & Pianta, 1996). Parents often experience a period of 
mouming when they discover their child has a disability and for some parents this loss 
remains unresolved (Marvin & Pianta, 1996.). As parental experience of unresolved 
loss has been associated with disorganized attachment in normally developing 
children (Barnett & Vondra, 1999) this could account for the high levels of 
disorganized attachment seen in children with a leaming disability. This idea is 
supported by Marvin and Pianta (1996) who found that mothers who had not resolved 
the diagnosis o f their child’s cerebral palsy were more likely to have insecurely 
attached children.
2. Ineffective Parenting
Research has also shown that it is difficult to parent a child with a leaming disability 
(Baxter, et a l, 2000). For example, children with Down’s syndrome tend to be 
described as being ‘less reactive and less clear in their signalling behaviour’ (Janssen, 
2002 p.449). As a result parents often find interactions with their children less 
rewarding and they also have difficulty in being sensitive to their child’s needs (Van 
IJzendoom et a l,  1992). Consequently, parents may need special skills to build a 
secure relationship with their child (Ganiban et a l, 2000).
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3. Children’s limited cognitive skills
The ability to use a care giver as a secure base only requires basic cognitive skills, 
however some children with leaming disabilities may have problems developing and 
using these skills, especially when under stress (Janssen et a l, 2002). Young children 
with a leaming disability might not have the planning skills and cognitive flexibility 
that is necessary to develop a goal directed reciprocal relationship with a parent 
(Janssen et al, 2002). The link with cognitive skills is highlighted by Atkinson et a l  
(1999) who found that lower functioning children were less likely to be classified as 
securely attached.
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CHALLENGING BEHAVIOUR IN PEOPLE WITH A LEARNING DISABILITY
Challenging behaviour is an important issue in the field o f leaming disabilities. 
Prevalence figures vary but it is estimated that approximately 10-15% of people who 
receive support from leaming disability services display challenging behaviours 
(Emerson, 1998). In addition, challenging behaviour imposes significant costs on the 
person, such as social exclusion (Emerson, 1998). People who show challenging 
behaviours are more likely to experience abuse and physical restraint, they are more 
likely to experience environmental deprivation and are more likely to be prescribed 
medication (Ball et a l, 2004). The British Psychological Societies (BPS) clinical 
practice guidelines identify challenging behaviour in people with a leaming disability 
‘as an area of immense clinical need...’ (Ball et a l, 2004 p.5). As such, the 
development o f psychological understanding and interventions for such behaviours is 
extremely important.
Psychological Approaches to Challenging Behaviour
Behavioural approaches have dominated theoretical understanding and clinical 
interventions around challenging behaviour (Emerson, 1995). A substantial body of 
research has been conducted around these approaches and they have been shown to be 
successful in a wide range o f cases (Emerson, 1998).
The main behavioural approach sees challenging behaviour as an example of operant 
behaviour (Emerson, 1995). According to this view environmental consequences are 
responsible for the formation and maintenance of the behaviour, and as such the 
behaviour is ‘functional and (in a general sense) adaptive’ (Emerson, 1995 p.33).
Intervention is based on identifying the function o f the behaviour and then either 
intervening directly by adjusting the antecedents or consequences that are maintaining 
the behaviour (Emerson, 1998). Or more indirectly by teaching functionally 
equivalent skills, or working on communication skills, to provide the person with a 
more adaptive behaviour that can serve the function previously met by the challenging
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behaviour (Emerson, 1998). However, although behavioural approaches tend to be 
the intervention o f choice when working with challenging behaviour it has been 
suggested that many people with challenging behaviour do not receive behavioural 
input (Brylewski & Duggan, 1999).
In recent years there has been a move to using alternative psychological approaches 
when working with challenging behaviour. For example, cognitive behavioural 
interventions have been shown to be effective with some people (Ball et a l, 2004). 
Moreover, systemic approaches and family therapy are beginning to be utilized by 
practitioners working in this field. This is a very new area of work. However, 
Rhodes (2003) has suggested an integration of behavioural and systemic approaches 
when working with challenging behaviours. As although behavioural treatment has 
been shown to be effective it can face limitations in the family setting ‘when there are 
significant relationship problems’ (Rhodes, 2003 p.52).
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THE RELEVANCE OF ATTACHMENT THEORY TO CHALLENGING BEHAVIOUR
The application of attachment theory to the understanding o f challenging behaviour in 
people with a leaming disability stems, in part, from research linking attachment 
status with later functioning in people without a leaming disability.
Behaviour Problems in Children without a Learning Disability
According to Bowlby difficulties with attachment relationships in infancy ‘are the 
main cause of [later] psychopathology’ (Bowlby, 1982 as cited in Erickson, et a l, 
1985 p. 148) and a number of studies have concentrated on establishing a link 
between attachment status and childhood behavioural problems. The results from 
these studies have been mixed. However there is some evidence to support such a 
link.
Much of the early research involved children from middle-class families and studies 
using these low-risk samples found no evidence to support a clear link between 
attachment status and later behavioural problems (McCartney, et a l,  2004). 
However, studies that used high risk samples have found evidence of a link between 
insecure attachment and later behavioural problems (McCartney et a l,  2004).
For example, the Minnesota High Risk Study was a longitudinal study following 
children who were considered to be at risk, both socially and emotionally, from 
infancy to adolescence (Lyons-Ruth, 1996). Studies using this sample (e.g. Erickson 
et a l, 1985) have consistently found evidence that early attachment difficulties can 
predict later behaviour problems (Lyons-Ruth, 1996). In their study Erickson et a l 
(1985) found a strong relationship between quality o f attachment in infancy and 
behaviour problems in pre-school. Children whose attachment style was classified as 
insecure-avoidant were described by their teachers as hostile and withdrawn, and 
Erickson et a l  (1985) described these children as presenting ‘a picture of extensive 
and varied behaviour problems...’ (p. 162).
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These differences in results between studies using high-risk samples and those using 
children from less disadvantaged backgrounds suggest that insecure avoidant 
attachment is only a risk factor for later childhood aggression in high-risk families 
(Lyons-Ruth 1996). Later studies that included the disorganised pattern of attachment 
found that in high risk samples avoidant attachment tends to be disorganised, whereas 
in low-risk samples avoidant attachment is displayed in an organised manner (Lyons- 
Ruth, 1996). Such studies have established that it is ‘infant disorganisation rather 
than avoidance per se [which] is associated with later highly aggressive behaviour’ 
(Lyons-Ruth, 1996 p.67). For example, Lyons-Ruth et al. (1993) found pre-school 
children who displayed extremely hostile behaviour ‘were six times more likely to 
have been classified as disorganised in their attachment relationships in infancy’ 
(p.578).
An important mediating factor in the relationship between attachment status and 
behaviour problems appears to be gender. A number of studies have suggested that 
the relationship between insecure attachment and behaviour problems is stronger in 
boys than girls (e.g. Erickson et al., 1985). For example, in their study McCartney et 
al. (2004) found that insecure attachment was a bigger risk factor for later behavioural 
problems in boys, particularly in terms of externalising problems.
The discovery o f the relationship between disorganised patterns of attachment and 
childhood behaviour problems may help to explain why the results from studies have 
been mixed. Most studies involved low-risk samples where it would be expected that 
only a small number of infants would have disorganised attachments. However, in 
the Minnesota study it would be expected to find a high number of infants with 
disorganised patterns o f attachment (Lyons-Ruth et a l,  1993). This is one of the 
central difficulties in evaluating attachment research, as it has focused largely on 
children from white middle class backgrounds (Rothbaum, et a l, 2000). As such, it is 
difficult to generalise findings from these studies to attachment relationships as a 
whole.
However, the results of these studies do suggest that insecure or disorganised 
attachments are a risk factor for the development of later behavioural problems.
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particularly in children from high-risk backgrounds (McCartney et a l, 2004). 
Moreover, in terms of externalising behaviour problems, such as aggression, it 
appears that the risk is more significant for boys.
Attachment and Challenging Behaviour in People with a Learning Disability
The research examining the relationship between attachment classification and later 
behaviour problems in children without a leaming disability suggests it would also be 
appropriate to investigate this relationship in people with a leaming disability. The 
conclusion that disorganised attachment is a significant risk factor for developing later 
extemalising behavioural problems, such as aggression and hostile behaviour, could 
have potential implications for people with a leaming disability. These types of 
externalising behavioural problems would be classified as challenging behaviour in 
people with a learning disability and it could be hypothesised that disorganised 
attachment may be a risk factor for its development. This would seem an area worth 
researching further, particularly as existing research suggests that disorganized 
attachments are relatively common in people with a leaming disability. In addition, 
the finding that disorganised attachment is a more significant risk factor for behaviour 
problems in boys may be pertinent as challenging behaviour is more common in 
males (Emerson, 1998).
Currently, research linking attachment problems with challenging behaviour in people 
with a leaming disability is extremely sparse. However, there are a limited number of 
studies that have been conducted in this area.
One such study, involving school leavers, supported the idea of a relationship between 
attachment and challenging behaviour (Clegg & Sheard 2002). However, the study 
was based on questionnaires filled in by carers about the behaviour of the person over 
the previous three months. Attachment was assessed by the question ‘Does this 
person over-invest in one or a few relationships which become a source of jealousy’ 
(p.504). As such, attachment status could only be inferred from this broad question 
and the results of the study can only be regarded as tentative.
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Janssen et al. (2002) have proposed a stress-attachment model for challenging 
behaviour in people with a leaming disability. This model is based on research 
showing that people with a leaming disability are more likely to have attachments that 
are insecure or disorganized and are less able to cope with stressors. This model 
provides an altemative way of conceptualising challenging behaviour in people with a 
learning disability. However, it has not been empirically tested so can only be 
regarded as a suggested model in need of further research.
In their paper Clegg and Landsall-Welfare (1995) describe attachment based 
interventions conducted with people with a leaming disability who had an enmeshed 
relationship with a professional carer. Their interventions showed that successfully 
resolving these relationships resulted in a decrease in challenging behaviour, 
providing further evidence for the possibility of a link between attachment and 
challenging behaviour.
When compared with the number of studies that have attempted to establish a link 
between behavioural problems and attachment classification in children without a 
learning disability the research in this area is extremely limited. Moreover, in 
children without a leaming disability there have been a number of longitudinal studies 
examining attachment classification and later functioning. Such studies do not appear 
to have been conducted with children with a leaming disability, perhaps in part 
because of the difficulties in measuring attachment classification. As outlined above 
there is disagreement over whether the use of the Strange Situation is valid in this 
population, and as yet there have been no tools designed specifically for use with 
people with a leaming disability. The research in this area suggests that attachment 
difficulties could be related to challenging behaviour in people with a leaming 
disability. However, further research of the type conducted with normative samples is 
needed.
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CRITICISMS OF ATTACHMENT THEORY 
Cross Cultural Studies
Attachment theorists argue that the concept of attachment is universal and that the 
value o f a secure attachment during infancy applies across all cultures and 
circumstances (Rothbaum ét al, 2000). However, a criticism frequently levelled at 
attachment theory is that research has tended to involve white middle-class 
participants (Rothbaum et a l, 2000). Consequently, it has been argued that much of 
attachment theory is deeply rooted in Western beliefs surrounding child rearing 
(Rothbaum et a l, 2000).
As a result, there has been considerable interest in cross-cultural research studies. 
Such studies have found variations in the distributions o f attachment patterns across 
cultures (Van IJzendoom & Kroonenberg 1988). For example, studies investigating 
attachment in Japan and Israel found a higher proportion of insecure attachments 
when compared with attachment patterns found in American samples (Van 
IJzendoom & Kroonenberg, 1988).
Many studies compare attachment in infants from the United States and Japan as child 
rearing practices in these two cultures are very different. For example, Rothbaum et 
al. (2000) argue that the criteria used to assess matemal sensitivity are rooted in the 
Westem values o f autonomy and independence such that ‘when U.S. parents care for 
their babies in ways valued by Japanese parents, they are considered insensitive, and 
their babies are found to be insecurely attached’ (p. 1095).
They also suggest that the idea that infants who are securely attached will be more 
socially competent in childhood and adulthood is also culturally biased (Rothbaum et 
a l, 2000). The way that social competence is demonstrated, according to attachment 
theory, is rooted in Westem values such as autonomy, sociability with peers and 
strangers, and a willingness to disagree with partners. These are not characteristics 
that are valued in Japanese society where social competence is demonstrated by 
characteristics such as dependence and emotional restraint (Rothbaum et a l, 2000).
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This argument has clinical implications as attachment theory has provided the basis 
for many therapeutic approaches (Rothbaum et a l, 2000). One important implication, 
especially for Westem practitioners working in a multi-cultural setting, is that the 
assumptions underlying interventions may be specific to their culture and that clients 
from different cultural backgrounds may not hold the same values surrounding child 
rearing and relationships.
However, it has been argued that when assessing matemal sensitivity, whether 
mothers promote autonomy or dependence is irrelevant, ‘...as long as infants feel 
secure they can either explore the environment or play with their mothers according to 
their preference. Both are expressions of attachment security’ (Kondo-Ikemura, 2001 
p.825). According to Kondo-Ikemura (2001) measures for assessing attachment need 
to be adapted to take into account cultural variations but if these adaptations are made 
the concept of attachment is found to exist in Japanese culture. For example, in their 
study Vereijken et a l  (1997) did not use the Strange Situation to assess attachment as 
they argued that it exposes Japanese infants to too much stress. As in general, 
Japanese infants are not exposed to situations where they come into contact with 
strangers or are separated from their mothers. Using the Attachment Q Sort (AQS) 
Vereijken et a l  (1997) found a relationship between matemal sensitivity and 
attachment leading them to conclude that the findings ‘support the validity and 
universality o f one of the core propositions of attachment theory’ (p.45).
Problems with Assessing Attachment
Although the Strange Situation is widely used in research and has been assessed 
thoroughly the stability of attachment classifications obtained have been questioned 
(Fonagy, 2001). Belsky, et a l  (1996) found that when they re-tested infants three 
months after the original assessment less than 50% of them were assigned the same 
classification. Moreover, ‘stability appears to be low in high-risk samples where 
major changes in family function are common’ (Solomon and George, 1999 as cited 
in Fonagy, 2001 p.21). This is particularly problematic as it is in high-risk samples 
where attachment appears to be a risk factor for later behaviour problems. 
Furthermore, although measures have been developed to assess attachment in older
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children they have not been assessed as thoroughly as the Strange Situation, ‘thus 
attachment data from this age group should be treated with some caution’ (p.21). This 
presents problems as it makes assessing the stability o f attachment classification over 
time difficult. It also means studies linking behaviour problems and attachment in 
older children have to be interpreted with caution.
Furthermore, Rutter (1995) argues that the Strange Situation relies on the short 
separations and reunions having the same meaning for different children, and this is 
one of the problems associated with using it in other cultures. However, this 
argument does not only apply to cross-cultural research and could equally well 
explain differences within cultures. Contemporary society consists of a wide range of 
family structures (Minuchin, 2002) and the view of children growing up in nuclear 
family with two parents and mother as the main carer seems somewhat outdated. If a 
child has grown up with experience of multiple care-givers it is possible that they may 
have formed multiple attachments. As such, a relative lack of responsiveness to their 
mother’s return in the Strange Situation may reflect the child’s experience of multiple 
attachments and an ‘ability to take its mothers comings and goings in its stride rather 
than indicating an insecure attachment’ (Minuchin, 2002 p.549).
Difficulties Linking Attachment Status with Later Behaviour Problems
The relationships that have been found between attachment status and later 
psychopathology have not been consistent across studies. Moreover, the relationships 
have only been of a moderate strength (Rutter, 1995). The link between disorganized 
attachment and later maladaptive behaviour appears to be more consistent (Jacobvitz 
& Hazen, 1999, as cited in Fonagy, 2001). However even this relationship can only 
be regarded as indicative of disorganized attachment acting as a general risk factor 
(Fonagy, 2001). As although it appears relatively common for people who have a 
disorganised attachment history to display aggressive behaviour, not everybody with 
disorganised attachment displays aggressive behaviour (Fonagy, 2001). Waters, et al. 
(1993) argue that many of the family variables that affect attachment are also 
associated with disruptive behaviour problems in children. Suggesting that it is 
important to address the issue of whether attachment difficulties are a risk factor for
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developing behavioural problems or whether attachment problems and disruptive 
behaviour problems arise as a result of the same mechanisms (Waters et a l, 1993). 
They conclude that:
Some instances o f  disruptive behaviour are simply free operants and have 
little relation to the secure base relationship between child and caregiver. In 
other instances, disruptive behaviour may cause, or be a response to, secure 
base problems (p.222).
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CONCLUSIONS
This essay has attempted to consider how attachment theory can assist in the 
understanding of challenging behaviour in people with a learning disability. In doing 
so it has considered research indicating a link between disorganised attachment and 
later behaviour problems in normally developing children, and research suggesting 
that disorganised attachments are more common in people with a leaming disability. 
Such research suggests that it would be reasonable to hypothesise a link between 
disorganised attachment and challenging behaviour in people with a leaming 
disability. However, despite the fact that attachment theory has generated a 
considerable body o f research over many years, research into attachment in people 
with a leaming disability is extremely limited.
Traditionally behavioural models have been used to inform interventions for 
challenging behaviour. However, most people with challenging behaviour are not 
receiving psychological intervention (Ball et a l,  2004). When considering the costs 
to the person with challenging behaviour, for example in terms of restricting access to 
community activities, and to the services that support them. This would seem to be an 
area that needs urgently addressing.
Clements (1992, as cited in Ball et a l, 2004) has argued that mainstream 
psychological thinking should be used when working with people with challenging 
behaviour. Such an approach is beginning to be seen with the growing use of 
therapeutic approaches such as cognitive behavioural therapy and family therapy in 
this client group. The move to utilize approaches other than those based on 
behavioural theory when working with people with challenging behaviour opens the 
way for consideration o f a role for attachment theory. Currently, it seems that 
attachment theory could aid our understanding o f challenging behaviour. However, 
further research into the link between attachment status and challenging behaviour is 
much needed.
If  difficulties in early attachment are shown to be a risk factor in the later 
development of challenging behaviour then it would have implications for clinical
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practice. For example, the development of early intervention programmes to support 
parents to cope with the added difficulties of parenting a child with a leaming 
disability would be valuable.
It seems unlikely that attachment theory would explain all cases of challenging 
behaviour or that all children who are insecure or disorganized in their attachment 
styles would go on to display challenging behaviour. However, the research 
highlighted here suggests it is important that clinicians keep attachment theory in 
mind along with other already established models when formulating and designing 
interventions for people with a learning disability and challenging behaviour.
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In t r o d u c t io n
The concept that divorce is bad for children is rooted in a pathogenic model of 
divorce (Hetherington, 2003). This model is widely accepted by society and for many 
years it has been believed that divorce is a significant threat to the well-being of 
children (Smart, 2003). Consequently, the nuclear family has been viewed as the 
ideal child rearing environment and one that should be recommended and encouraged 
(Kelly, 2003). The scientific basis of this perspective began in the 1950’s with 
research that investigated the effects on children of coming from ‘broken homes’ 
(Kelly, 2003). Studies that investigated the effects on children of being reared in 
institutions, or the experiences of children who were evacuated during the Second 
World War, highlighted the detrimental effects that occurred when children were 
removed from their families and cared for in less attentive environments (Smart, 
2003).
In this social context research designed to assess the effects of divorce on children 
focused on assessing the harm that resulted from parental divorce; concentrating on 
looking for the negative effects that were assumed to exist in advance (Smart, 2003). 
However, the social context in which divorce is studied has changed significantly 
over the past 30 years. The divorce rate is now more than four times greater than it 
was 30 years ago (Haskey, 1999), and according to the Office of National Statistics 
(ONS) by 2003 23% of children were living in single parent families (ONS, 2004). 
Moreover, in 2002 41% of all births occurred outside marriage, although the majority 
o f these were to cohabiting couples (ONS, 2004).
As a result o f this changing social context the research literature over the last decade 
has demonstrated a different perspective (Kelly, 2003). More recent research has a 
tendency to examine the factors that exist within both divorce and marriage that 
increase risk for children, as well as those factors that promote resiliency in children 
(Kelly, 2003).
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This essay will approach the question of whether divorce is bad for children by 
adopting this approach. First research focusing on the adjustment of children 
following divorce will be considered. This will then be followed by a consideration 
of the vulnerability and protective factors that influence children’s adjustment to 
divorce.
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C h il d r e n ’s a d ju st m e n t  t o  d iv o r c e
There appears to be agreement amongst the research literature that children whose 
parents divorce experience significantly more adjustment problems than children 
whose parents never divorce (Grych & Fincham, 1999; Hetherington & Elmore, 2003; 
Kelly, 2000). Research has consistently found that children whose parents divorce 
experience difficulties across a number of domains including social, cognitive, 
behavioural and emotional difficulties (Hetherington & Elmore, 2003). For example, 
children, particularly boys, whose parents divorce display more externalising 
problems than children fi'om families who do not experience divorce (Kelly, 1993). 
Compared to children who have not experienced a parental divorce these children 
display higher rates of conduct disorder, aggression, non-compliance, disobedience 
and difficulties in their relationships with peers, siblings and parents (Hetherington & 
Elmore, 2003; Kelly, 1993). In addition, research has also indicated that children who 
experience parental divorce display more internalising problems, such as depression 
and anxiety, although the results of these studies are somewhat less consistent (Grych 
& Fincham, 1999; Hetherington & Elmore, 2003; Kelly, 1993).
In terms of academic performance research suggests that children from divorced 
families tend to have poorer academic performance and more frequent suspensions 
from school than children from non-divorced families (Hetherington & Elmore, 2003; 
Kelly, 1993). These children are absent from school more frequently and achieve 
lower scores on tests o f reading and maths achievement (Kelly, 1993).
Moreover, these difficulties in adjustment following divorce appear to persist 
throughout adolescence into adulthood. Young adults who experienced parental 
divorce in childhood are more likely to experience problems with their relationships 
with family members, partners, and work colleagues (Hetherington & Elmore, 2003). 
They also tend to experience difficulties across a range of functioning including 
higher rates of depression, lower life satisfaction, lower marital quality, higher risk of 
divorce, lower educational attainment, and lower income (Amato & Keith, 1991a; 
Hetherington & Elmore, 2003).
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However, despite the research highlighting the range o f negative effects that are 
experienced by children whose parents divorce there are a number o f factors that need 
to be considered when evaluating this research.
Firstly, although a significant minority of children display a range of adjustment 
problems at a level that would be considered clinically significant the majority of 
children do not display such difficulties (Grych & Fincham, 1999). Approximately 
20-25% of children display severe emotional and behavioural problems, compared 
with about 10% of children from families who do not divorce, meaning that for the 
majority o f children ‘resilience is the normative outcome’ (Hetherington & Elmore, 
2003, p. 186). In addition, the Virginia Longitudinal Study found that although most 
children did show adjustment problems in the first two years following divorce these 
problems declined over time (Hetherington, 1989).
Secondly, differences in adjustment between children whose parents divorced and 
those whose parents did not although reliable are small (Amato & Keith, 1991a; 
Amato & Keith, 1991b). This is true of studies looking at adjustment in both children 
and adults who experienced childhood divorce and is particularly true of 
methodologically rigorous studies that use control variables (Amato & Keith, 1991a). 
Studies also produce different effect sizes depending on the population that they draw 
their sample from. Studies whose participants are drawn from a clinical population 
are more likely to find larger effect sizes (Amato & Keith, 1991a). However, this 
would seem to be inevitable as these participants are people who experience 
difficulties of such severity that they come into contact with mental health 
professionals (Amato & Keith, 1991a). In addition, divorce is not the only family of 
origin problem that is associated with difficulties in adulthood as a number of other 
factors such as parental death, parental mental illness, parental alcoholism, and 
marital violence are also over-represented in clinical populations (Amato & Keith, 
1991a). Community studies that draw their participants from populations who have 
not had contact with mental health professionals suggest that the link between 
parental divorce and negative outcomes is weak (Amato & Keith, 1991a).
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Furthermore, studies that have used children’s behaviour in school as an outcome 
measure, such as measures of aggression with peers, lack of concentration in the 
classroom etc., have relied upon subjective ratings provided by teachers (Pike, 2003). 
These studies seem to consistently report more negative outcomes for children whose 
parents have divorced. However, studies that assess children’s performance in school 
in terms of cognitive measures (e.g. actual achievement measures, test scores etc.) and 
which use standardised assessment tools as well as teacher ratings tend to find no 
significant differences between children whose parents divorced and those who are 
married (Pike, 2003). This leads to the validity o f studies which have found poorer 
academic outcomes for children of divorce being questioned (Pike, 2003). This is 
supported by Guttmann, Geva and Gefen (1988) who found that teachers attributions 
of behaviour were influenced by whether they believed a child’s parents to be 
divorced or married, leading Guttmann et al. (1988) to conclude that teachers have a 
tendency to subscribe to the stereotype of a ‘child of divorce’.
Furthermore, there appear to be differences in adjustment associated with gender, 
culture and socio-economic status. In their meta-analysis Amato and Keith (1991a) 
found that divorce appeared to have more negative consequences for white Americans 
than for Black Americans. They hypothesised that parental divorce may only have a 
small effect on the quality of life in minority groups because they already experience 
social disadvantage (Amato & Keith, 1991a). Laumann-Billings and Emery (2000) 
studied the effects of experiencing divorce in childhood on young adults. Their 
studies involved college students from middle or upper income families and young 
people from a community sample from low-income families (Laumann-Billings & 
Emery, 2000). Both groups reported more distress than young people who had not 
experienced parental divorce. However, the distress appeared to be less pronounced 
for young people from the community sample and they were ‘less likely to view their 
life through the filter of divorce’ (Laumann-Billings & Emery, 2000, p.682). It is 
possible that divorce was one of many stressors in the lives of these children and so it 
carried less significance, whereas for children from more affluent families divorce 
may have been the only significant stressor in their lives and consequently it attained 
a greater significance (Laumann-Billings & Emery, 2000).
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V a r ia b l e s  a f f e c t in g  c h il d r e n ’s a d ju s t m e n t  t o  d iv o r c e
A number of factors that influence children’s adjustment to divorce have been 
identified (Hetherington & Elmore, 2003). These include individual characteristics of 
the child (e.g. age, gender etc.) and family process variables, such as interparental 
conflict and parent-child relationship (Hetherington & Elmore, 2003).
Family Process Variables 
Interparental Conflict
Interparental conflict appears to be one of the most important family process variables 
and has been show to have both direct and indirect effects on children’s adjustment 
regardless o f whether their parents are divorced or married (Hetherington, 2003; 
Kelly, 1993). Parental conflict has been associated with a wide range o f difficulties 
for children, including externalising behaviours, such as aggression, internalising 
behaviours, such as depression, anxiety etc., and lower levels of self-esteem, poorer 
academic performance and higher incidence of somatic and psychosomatic problems 
(Hetherington, 2003; Kelly, 1993; Kelly, 2000;).
Research suggests that conflict may directly influence a child’s behaviour as they are 
likely to model the behaviours that they have seen their parents display when 
emotionally distressed (Kelly, 1993). Moreover, conflict between the parents is a 
direct stressor for the child, which may then impact on their behaviour. For example, 
high levels of stress resulting from witnessing conflict may interfere with the child’s 
ability to concentrate on their schoolwork and in turn this may affect their academic 
performance (Amato, et a l, 1995).
Witnessing parental conflict also has indirect effects on the child’s adjustment. For 
example, research has suggested that high levels o f marital conflict are associated 
with higher levels of parental rejection of the child and relationships between parent 
and child, which tend to be less warm and empathie (Belsky et a/., 1991). In addition, 
it has been suggested that children who live in homes where there are high levels of
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parental conflict may attempt to escape by leaving home at a younger age than 
children who live in homes without conflict. This may result in the young person not 
continuing with further or higher education and getting married at a young age both of 
which would increase the risk of the person then experiencing relationship difficulties 
and divorce themselves (Aquilino, 1991, as cited in Amato, et a l,  1995).
The effects of parental conflict do not appear to be limited to difficulties in childhood, 
and a number of studies have investigated a link between problems in adulthood and 
childhood experiences o f parental conflict. These studies suggest that adults who 
report that their parents marriage was unhappy or conflictual report higher incidences 
of both psychological disorders (such as depression) and marital problems (Amato, et 
a l,  1995).
Research suggests that parental conflict is a more important risk factor for later 
problems, in both childhood and adulthood, than divorce itself (Kelly, 2000). 
However, conflict per se cannot reliably predict children’s adjustment following 
divorce and a number of factors that influence the relationship between conflict and 
adjustment problems have been identified (Kelly, 2000). These include frequency 
and intensity of conflict, style of conflict, and the style o f conflict resolution (Kelly, 
2000). The severity of conflict in the marriage, prior to divorce, appears to be one of 
the most important factors, with intense conflict being associated with more 
externalising and internalising problems in both girls and boys (Kelly, 2000). The 
nature of the conflict is also important. Conflict that involves physical violence, 
conflict that either involves, or is about, the child and conflict that results in the child 
felling ‘caught in the middle’ appears to have the most negative consequences 
(Hetherington & Elmore, 2003). In addition, conflict that involves overtly hostile 
behaviours, such as screaming, slapping etc. is associated with externalising 
behaviours, whereas conflict that is more covert involving unspoken tension, 
resentment and triangulation of the child is associated with internalising behaviours 
(Buehler er a/., 1998).
The level of conflict involved in the divorce is also extremely important. If  high 
levels o f conflict continue throughout the divorce children are more at risk of
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developing difficulties in psychological, social and cognitive functioning (Doolittle & 
Deutsch, 1999). However, if parental conflict decreases as a result of divorce and 
parents are able to communicate and maintain stable and predictable patterns of 
access and visitation and can co-operate to support the child’s developmental needs 
then adjustment is much better (Doolittle & Deutsch, 1999).
In summary it appears that conflict between parents is a risk factor for adjustment 
problems in children from both married and divorced families and that it is the context 
in which divorce occurs rather than divorce per se that can be described as positive or 
negative for children (Amato, et al., 1995). It seems that in situations where divorce 
results in the child leaving a home environment that is highly stressful, and moving to 
a less stressful more harmonious environment, with an authoritative parent, then 
levels of adjustment are similar to those of children living in low conflict married 
families and better than those of children living in married families with high levels of 
conflict (Amato, et a l, 1995).
However, the relationship between marital (and post-divorce) conflict and adjustment 
to divorce is not simple. As well as factors such as nature, frequency and severity of 
conflict the effects are also mediated by factors internal to the child. For example, 
children are more able to cope with parental conflict if  they are intelligent and have an 
easy temperament and an internal locus of control (Hetherington & Elmore, 2003). In 
addition, there also appear to be gender differences in children’s ability to cope with 
parental conflict with pre-adolescent boys appearing more likely to be negative 
affected than pre-adolescent girls, although it appears that these gender differences 
disappear in adolescence (Hetherington, 1989).
Parent Child Relationship
The process of divorce inevitably leads to a change in family relationships that may 
influence children’s adjustment (Grych & Fincham, 1999). Hetherington and Elmore 
(2003) have suggested that the quality of parenting is an ‘important factor in either 
protecting children, or making them more vulnerable, to negative consequences 
associated with divorce’ (p. 196).
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Research has shown that regardless of family type authoritative parenting, that is 
warm and supportive, whilst at the same time providing consistent and reasonable 
boundaries and close supervision, helps children develop into healthy and competent 
individuals (Hetherington, 2003). However, the quality of parenting tends to decline 
following divorce and becomes less authoritative (Hetherington & Elmore, 2003). 
Parents have to cope with changes to their lives and their own distress may impair 
their ability to sensitively respond to the needs of their child (Grych & Fincham, 
1999; Hetherington & Elmore, 2003).
Moreover, if  divorce occurs when a child is very young there may be a disruption to 
the attachment process (Grych & Fincham, 1999). Currently there is very little 
research into the effects of divorce on attachment. However, Solomon et al. (1995, as 
cited in Grych & Fincham, 1999) found that disorganised attachments were more 
common in infants whose parents had divorced. Obviously the generalisability of this 
one study that involved a small sample is limited; however it does suggest the value 
of further research into this area (Grych & Fincham, 1999).
In addition, there appear to be gender differences in the parent child relationship and 
how it is affected by divorce. Research suggests that following divorce the 
relationship between single mothers and their sons tends to be difficult. Single 
mothers are likely to be ineffective in their control attempts and their monitoring of 
their sons is less effective. In addition, they tend to be involved in a high frequency 
of negative interactions with their sons, often involving coercion (Hetherington, 
1989). In contrast it seems that in single mother headed households mother daughter 
relationships tend to be regarded positively by both partners (Hetherington, 1989). In 
contrast, when fathers have custody of their children they tend to report less child 
rearing stress than mothers and have fewer problems with control or discipline, but 
they communicate less and are les effective at monitoring their children’s activities 
(Hetherington & Elmore, 2003).
In summary it appears that changes in the parent-child relationship may influence 
children’s adjustment to divorce. The decline in parenting following divorce may act
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as a risk factor for adjustment problems (Hetherington & Elmore, 2003). However, 
research suggests that this tends to be a short-term phenomenon and parenting 
gradually improves following divorce, such that in established step-families there are 
no differences in the child-parent relationship when compared with non-divorced 
families (Hetherington & Elmore, 2003). However, in single-parent families’ some 
problems with parenting remain suggesting that children’s adjustment may be 
influenced by parent-child relationship difficulties that occur in single-parent 
households (Hetherington & Elmore, 2003). Furthermore, gender differences in 
parent-child relationships suggest that this risk may be more pertinent for boys 
growing up in single parent mother headed households (Hetherington & Elmore, 
2003).
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Child Factors 
Age
Theories of developmental psychology have led researchers to question whether there 
is a link between age and adjustment to divorce. It has been suggested that the 
developmental level of younger children means that they lack the cognitive capacity 
to accurately understand what is happening and therefore they are more vulnerable to 
the negative effects o f divorce (Grych & Fincham, 1999; Hetherington & Elmore, 
2003). In addition, younger children are also more dependent on their parents and 
unlike older children will not have a supportive peer network both of which may 
increase their vulnerability (Grych & Fincham, 1999). Furthermore, psychoanalytic 
theorists hypothesise that young children are more vulnerable to the negative effects 
o f divorce because it disrupts the process of identification, which is regarded as 
central for the development of personality and gender identity (Grych & Fincham, 
1999).
However, although it has been theorised that young children are more vulnerable, 
support for this hypothesis is limited, possibly because studies have not separated out 
the confounding effects of children’s current age, age at time of divorce, and length of 
time since divorce (Hetherington & Elmore, 2003). Amato & Keith’s (1991b) meta­
analysis looked for a relationship between age of child and post divorce adjustment 
and found that in general, effect sizes were larger for children in primary and 
secondary school than children in pre-school or college. However, there is much 
disagreement within the literature about the relationship between age and difficulties 
in adjustment following divorce (Howell, et a l, 1997).
Gender
Early studies showed gender differences in adjustment to divorce, with boys being 
more negatively affected than girls (Hetherington & Elmore, 2003). However, it 
appears these gender differences in adjustment are not consistently supported by 
recent studies and consequently it has been suggested that they may be a result of 
sampling and methodological difficulties (Videon, 2002).
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However, although the issue of whether boys are more negatively affected by divorce 
is debated there is evidence of gender differences in the way that children manifest 
their distress (Videon, 2002). It is generally thought that boys exhibit more 
externalising behaviours and girls more internalising behaviours in response to stress 
(Hetherington, et a l, 1989, as cited in Videon, 2002). These differences in response 
to stress may account for observed gender differences in adjustment to divorce as 
studies which use externalising behaviours as evidence of distress would suggest that 
boys are more distressed than girls. In addition, boys are more likely to be referred to 
child mental health services because they are more likely to display behaviour 
problems following divorce and as such they are overrepresented in clinical samples 
(Videon, 2002). Studies that draw their participants from non-clinical samples are 
less likely to find evidence of gender differences (Zaslow, 1989).
A number of theoretical explanations have been put forward to explain gender 
differences in adjustment following divorce (Videon, 2002). These theories tend to 
focus on the effect on boys of living in a single parent mother headed household 
(Videon, 2002). For example, both social learning theory and psychoanalytic theory 
stress the importance of the same sex parent for a child’s development. From this 
perspective the more negative outcomes associated with boys adjustment can be 
explained by the absence of a same-sex role model (Videon, 2002). However, as 
there is very little research that examines the effects on children of living in father 
custody households, and studies that investigate gender differences do not 
consistently establish their existence these hypotheses must remain tentative (Videon, 
2002).
Temperament and Personality Characteristics
Research has suggested that temperamental and personality characteristics o f children 
moderate the effects of divorce on adjustment (Hetherington & Elmore, 2003). 
Children with an easy temperament, physical attractiveness, normal or above-average 
intelligence and self-esteem, and a sense of humour are more likely to ‘evoke positive 
responses and support from others and are better able to adapt to the stresses and 
challenges associated with divorce’ (Hetherington & Elmore, 2003, p. 191).
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Once again the relationship is not simple and straightforward and it appears that the 
effects of temperament and personality are influenced by gender as well as levels of 
family stress and maternal support. Boys with a difficult temperament are more likely 
to evoke, and be the target of, negative exchanges with their custodial mothers. They 
are also more likely to display higher levels of externalising behaviour and lower 
levels of social competence, especially under conditions of high family stress and low 
availability o f support from their mothers (Hetherington & Elmore, 2003).
However, one difficulty associated with the research that has investigated a link 
between child temperament and adjustment is that it tends to rely on retrospective 
parental reports (Hetherington, 1989). The Virginia Longitudinal Study 
(Hetherington, 1989) is able to avoid this difficulty as it includes reports on infant 
temperament from nurses. These ratings were more accurate predictors of later 
behaviour than mothers’ ratings, although the mothers’ ratings were more accurate 
predictors of their behaviour towards the child (Hetherington, 1989). This study 
found that mothers only responded more negatively to children with a difficult 
temperament in situations of either maternal personality problems or under conditions 
of high stress (Hetherington, 1989). Interestingly, in conditions o f high family stress 
and a lack o f support both children with easy and difficult temperaments showed less 
adaptive behaviour, although children with an easy temperament were more 
adaptable. However, under conditions of high stress and high support children with a 
difficult temperament showed less adaptability but children with an easy temperament 
showed a curvilinear relationship where they displayed more adaptive skills under 
moderate stress compared with either low or high levels o f stress (Hetherington, 
1989).
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C o n c l u sio n s
This essay has attempted to address the question of whether divorce is bad for 
children. In doing so it has considered research into children’s adjustment following 
divorce as well as factors that have been found to influence adjustment to divorce. On 
initial consideration it would appear that the research findings suggesting that divorce 
is a risk factor for adjustment problems lend support to the statement that divorce is 
bad for children.
However, there are a number of factors that need to be considered when evaluating 
this research. Firstly, the research often involves poor methodology, meaning that the 
findings are often inconsistent, making it difficult to ascertain which factors reliably 
increase risk for children (Zaslow, 1988, 1989). For example, much of the research 
has used samples that have primarily consisted o f ‘white, middle-class, mother- 
custody families’ (Kelly, 1993, p.30). In addition, researchers generally treat single 
parent families as a homogenous group comprised o f mother and children with no 
distinction made between children on the basis of factors such as age, gender or 
educational experience (Pike, 2003). Moreover, effect sizes, although reliable, are 
small and there is an over reliance on clinical samples (Pike, 2003).
Furthermore, the research suggests that the majority of children do not continue to 
display long term problems (Kelly, 2003). In addition, there is great variability in the 
functioning within groups of children from divorced and non-divorced families 
(Kelly, 1993). Consequently, there is a lot o f overlap between children whose parents 
divorce and those whose parents are married; some children from divorced families 
function well in all areas and some children from families whose parents are married 
have severe difficulties in psychological, social, and academic functioning (Kelly, 
2003). Research suggests that the scores on standardised measures for the majority of 
children whose parents divorce are within the normal range (Kelly, 2003). As such, 
whilst it is important not to minimise the risk and stress that exists for children when 
their parents divorce it is important to remember that the majority o f children and
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young adults do not experience significant problems (Kelly, 2003). Perhaps a more 
appropriate statement would be that divorce is bad for some children.
Moreover, even if  one believes that divorce is bad for children it seems appropriate to 
question whether that knowledge is useful at anything other than an intellectual or 
theoretical level. If  clinicians want to intervene to ameliorate the negative effects of 
divorce knowing that divorce is bad for children does not of itself provide enough 
information. Instead, it is necessary to know what it is about the marital relationship 
and divorce that creates these negative effects for children.
This essay has considered only a small section o f what is an extensive body of 
research that has been conducted over several decades. However, it has highlighted a 
number of factors including inter-parental conflict, parent-child relationships and 
gender that influence children’s adjustment following divorce. As such, it appears 
that the statement ‘divorce is bad for children’ is an over-simplification of what is an 
extremely complex relationship between divorce and children’s adjustment.
In addition, the societal changes that have taken place over the last thee decade’s 
means that divorce is now much more common (Smart, 2003). Early studies were 
conducted at a time when divorce was rare and parents who divorced were 
stigmatized (Smart, 2003). Studies were conducted in order to establish what harm 
was done to children by divorce rather than questioning if  harm occurred. In the 
current social context it could be argued that a continuation of this approach would 
result in the stigmatisation of a significant minority in the population and the utility of 
such an approach is questionable (Kelly, 2003).
Kelly (2003) has argued that the continued focus on identifying differences between 
children whose parents are divorced and those whose parents are married results in 
more important similarities between the two groups being overlooked. In some ways 
this argument can be likened to other arguments that have arisen when researchers 
have attempted to identify differences between groups in other domains (Smart,
2003). For example, the historical investigations of racial, class or gender differences 
in IQ. Such studies ‘were wedded (intentionally or otherwise) to an ideological
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position which already took difference for granted, and which sought to capture and 
categorise those differences’ (Smart, 2003, p. 126). However, when considered in a 
contemporary setting such studies now seem ‘intellectually unworthy and ethically 
suspect...’ (Smart, 2003, p.l26).
Research that has concentrated on comparing children from two-parent families with 
those from divorced families using large quantitative samples has been criticised for 
several reasons (Moxnes, 2003). One such criticism is that these studies do not take 
into account children’s views o f divorce, viewing children as passive victims of their 
parent’s marital transitions (Alanen, 1992, as cited in Moxnes, 2003). In addition, 
they also assume that divorce is the most significant transition that children will 
encounter (Flowerdew & Neale, 2003).
Studies that adopt a qualitative approach are able to address these issues by 
investigating how children experience their parents divorce. For example in their 
study of 60 children living in the north of England Flowerdew and Neale (2003) 
found that many o f the children they spoke to viewed the changes and transitions 
associated with divorce as ‘everyday problems’. Many o f the children in their study 
expressed surprise at the interest in what to them was a normative experience 
(Flowerdew & Neale, 2003). According to Flowerdew and Neale (2003):
“Young people themselves no longer wish to he inappropriately typecast as 
‘children o f  divorce’ and... we therefore need to decentre divorce in theoretical 
and empirical debates
The arguments presented here have suggested that the answer to whether divorce is 
bad for children is not clear cut. There is not a ‘one-to-one relationship between 
divorce and psychological adjustment problems in children’ (Kelly, 1993, p.32). 
What is clear from the research is that multiple interacting variables influence 
children’s adjustment to divorce, including family process variables, such as inter- 
parental conflict, child characteristics (e.g. gender and temperament) as well as 
cultural and socio-economic factors (Kelly, 1993).
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It is unhelpful for families to be told that divorce is inevitably negative for children 
when there is a body of evidence to suggest that that is not the case (Kelly, 2003). 
The reality of modem day life is that a significant proportion of children will 
experience the breakdown of their parents’ relationship (Haskey, 1999). As such, it 
seems much more appropriate and helpful to focus research on identifying both the 
factors that create risk for children and those that protect children from harm in order 
that parents, and services, can ensure that divorce occurs in a way that is designed to 
protect children from the associated risks.
In conclusion, it may not be divorce itself that creates difficulties for children but the 
way in which parents manage the process of divorce and the impact this has on their 
relationships, both with each other and their children (Smart, 2003). Such findings 
result in a focus on the quality o f relationships between parents and children that exist 
prior to and after the divorce (Smart, 2003). There are many types of marriage, 
divorce, and post-divorce family and it appears to be the qualities of the relationships 
that exist within these that influence children’s adjustment (Smart, 2003).
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In t r o d u c t io n
Older people are more likely than any other age group to be exposed to numerous 
losses including that of friends and siblings. Moreover, as life expectancy increases it 
is becoming more common for older people to experience the loss of a child (Morgan, 
1994). In addition, as people age they may experience losses other than those 
connected with bereavement such as loss of their physical health, or a previously 
valued social role (Morgan, 1994). Finally, for older people who were bom before 
the Second World War it is likely that they will have experienced a greater number of 
losses through bereavement than subsequent generations (Field, 2000). However, to 
date there has been very little research into the experience of bereavement in older 
people (Moss et a l, 2001) and the majority of the research in this area has focused on 
the effects of spousal loss (Morgan, 1994).
As the area of loss and bereavement in older people covers a broad range of issues 
this essay is going to focus on bereavement specifically. Initially issues of 
bereavement in older people will be considered. This will then be followed by 
consideration of some of the psychological theories that have been applied to 
bereavement and grief. The scope of this essay does not allow for adequate coverage 
o f the many psychological theories of grief and bereavement. As such, this essay will 
focus on the work o f Bowlby, as it remains extremely influential (Stroebe et a l, 
2005), before moving on to consider some of the more recent work in the area. In 
consideration of these theories particular attention will be paid to whether they 
accommodate issues of cultural diversity and the social and emotional context of 
bereavement.
Before addressing the question of how psychological theory and therapy can help in 
working with issues o f bereavement in older people it is useful to define the terms 
being used. For the purposes of this essay the term ‘older person, or people’ will be 
taken to refer to any person aged 65-years or older. No distinction will be made 
between older people in general and the ‘old old’. Bereavement is defined as ‘the 
state of having experienced a loss’ (Rando 1995, as cited in Servaty-Seib, 2004
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pp. 126) and this essay will focus on research looking at the loss of a spouse as this is 
the most widely researched bereavement experience in older people.
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B e r e a v e m e n t  a n d  o l d e r  p e o p l e
It is generally accepted that losing a spouse in later life is an extremely stressful 
experience, which is normally accompanied by changes in the person’s psychosocial 
functioning (Fry, 1998). Research seems to consistently find that losing a spouse in 
later life is associated with a variety of short-term negative outcomes in terms of 
psychological and physical health (Morgan, 1994). However, research findings 
regarding the long-term effects of spousal loss have been less consistent (Fry, 1998). 
Some studies have suggested there are no long term effects (e.g. McCrae & Costa,
1993). Whilst others have found serious long-term effects on psychosocial 
functioning (e.g. Gallagher-Thompson et a l,  1993). In addition, most research has 
concentrated on the negative effects of bereavement and there has been very little 
research investigating whether after an initial period o f adjustment people perceive 
their bereavement to have resulted in any positive changes to their life (Fry, 1998).
In general it appears that although losing a spouse is an extremely distressing 
experience, which is accompanied by a range of short-term negative physical and 
psychological effects, most people are able to adapt and cope successfully (Morgan,
1994). For example, a study by Fry (1998) showed that following bereavement the 
surviving spouse tries to adjust and adapt to their new situation. This initial period is 
very difficult and stressful and is accompanied by feelings o f loneliness, confusion, 
loss and anger as well as regrets and guilt about out-living their partner (Fry, 1998). 
However, at the 12-month follow up most people had been able to adapt successfully. 
Moreover, for some people the loss of their partner acted as motivation to change and 
amongst these changes were an ‘enhanced sense of social autonomy and control, and 
an enhanced sense of resilience’ (Fry, 1998 pp.372).
However, although most older people are able to successfully adapt to losing a spouse 
in late life there are a number of factors that may make coping with bereavement 
more difficult for an older person (Morgan, 1994). Firstly, older people may be more 
at risk of social isolation following bereavement because they may have more limited 
social support networks and coping resources (Morgan, 1994). Moreover, older
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people who are widowed are more likely to live alone and are less likely to move 
following their bereavement than young people and this can lead to increased feelings 
of loneliness (Worden, 1991). In addition, although older people tend to have strong 
family supports there are a number of factors that can affect the amount of family 
support available to an older bereaved person (Moss et a l, 2001). For example, 
changes in society such as increased longevity and decreasing birth rates have led to 
more vertical family structures where there are more generations but fewer younger 
people to care for older family members (Moss et a l, 2001).
Another difficulty, which is encountered by many people following bereavement, but 
may be more pronounced in older people, is that of role adjustment (Worden, 1991). 
This may be particularly true of older people who have to cope with the loss of a 
spouse (Morgan, 1994). It is more likely that older couples will have assumed 
traditional roles and thus when a partner dies the surviving spouse may find that they 
do not have the knowledge or skills to do the things that had previously been done by 
their partner (Morgan, 1994). For example, an older man who is widowed may have 
to learn skills necessary to look after the house or cook following the death of his 
wife. Associated with this is the issue of interdependence, many older people have 
been married for many years and as a result their attachments may be very deep and 
their roles within the family may have been firmly established. This increases the 
likelihood that spouses will be highly dependent on each other making adjustment 
following bereavement more difficult (Worden, 1991).
Older people are also more likely to experience multiple losses; as the person ages the 
number of deaths of family and friends is likely to increase (Worden, 1991). These 
losses may not only be confined to bereavement and may include things such as loss 
of role, physical health etc. It is not uncommon for people to experience a number of 
losses in a short period of time and this may affect the person’s ability to cope 
(Worden, 1991). Moreover, as people age and experience multiple losses their own 
sense of mortality may be heightened. Experiencing a bereavement of a spouse, in a 
series of multiple losses, may trigger the person’s own personal death awareness 
(Worden, 1991).
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Finally, it is also important to consider older people’s bereavement experiences within 
the social and cultural context that currently prevails in modem western society. It is 
not uncommon for people to hold an ageist perspective o f older people as being part 
of a homogenous group (Moss et a l,  2001). Consistent with this view is a perception 
of older people as being o f less value, frail, isolated and rigid in their views (Moss et 
a l, 2001). However, in reality the term older people describes an extremely 
heterogeneous group of people, with a wide age range (from 65 to over 100) and 
considerable variation in cognitive competence, physical health and personal history 
(Moss et a l, 2001). Stereotypical ageist views tend to overlook the older person’s 
multiple roles and devalue their past experience, significance to others and their 
competence (Moss et a l,  2001). However, these views are internalised by many older 
people, which may result in them devaluing ‘themselves and their feelings’ (Moss et 
a l, 2001 pp.224). Consequently, the person may not feel able to express their distress 
at their loss (Moss et a l, 2001).
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P sy c h o l o g ic a l  T h e o r ie s  o f  B e r e a v e m e n t
Attachment Theory
Bowlby’s (1980, as cited in Stroebe et a l, 2005) work Attachment and Loss made the 
link between people’s bereavement reactions and attachment style. The theory 
conceptualises grief in response to bereavement as a form of separation anxiety 
(Shackleton, 1984). It is a stage theory, which proposes that following bereavement 
people need to progress through a series of stages in order to resolve the loss (Fraley 
& Shaver, 1999).
The first stage is protest during this stage the person becomes pre-occupied with the 
deceased. Behaviours characteristic of this stage include searching, crying, yearning, 
and anxiety (Fraley & Shaver, 1999). In terms of attachment theory the protest stage 
serves the function of attracting the attention of the care-giver when the child and 
care-giver are separated. Hence, the behaviours displayed by bereaved adults are the 
same as those displayed by a child when separated from its primary care-giver 
(Shackleton, 1984). Once the person comes to accept their loss they move onto the 
second stage, despair. During this stage the person typically experiences loneliness, 
and sorrow as well as eating and sleeping difficulties (Fraley & Shaver, 1999). For 
most people this stage lasts for many months. Bowlby originally called the final stage 
detachment but later re-named it reorganisation (Fraley & Shaver, 1999). This stage 
sees the ‘emergence of new, adaptive behaviour suited to [the person’s] new situation’ 
(Shackleton, 1984 pp. 165).
The theory considers it necessary for people to proceed through all the stages a 
process referred to as ‘grief work’ (Leick & Davidson-Nielsen, 1991). If a person 
becomes fixated on any one of the stages, rather than satisfactorily proceeding 
through them and completing their ‘grief work’, they can be described as 
experiencing a pathological grief reaction (Shackleton, 1984). Bowlby identified two 
forms of pathological grief reaction chronic mourning and an absence of grief (Fraley 
& Shaver, 1999; Stroebe, et a l, 2005).
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A person’s grief reaction will depend on how their attachment system is organised 
(Fraley & Shaver, 1999). People who are securely attached will experience distress 
following bereavement but will not ‘feel overwhelmed by grief (Stroebe et a l, 2005 
pp.49). Whereas people who have a history of either anxious or avoidant attachments 
will be more likely to experience a pathological grief reaction (Fraley & Shaver, 
1999). People who have an anxious style of attachment tend to exhibit high levels of 
emotion following bereavement and are therefore more likely to be classified as 
showing chronic mourning (Fraley & Bonanno, 2004). In contrast people who have 
an avoidant style of attachment are unlikely to display overt signs o f grief or emotion 
following a loss (Fraley & Bonanno, 2004).
In terms of clinical work with older people it is important to remember that people 
would only require therapeutic intervention if they were experiencing an atypical, or 
pathological, grief reaction (Matthews & Marwit, 2004). The theory is able to 
provide an explanation for the development of such a reaction and the notion of grief 
work provides a strategy for helping people overcome their distress. Moreover, the 
theory would predict that it is important for a bereaved person to have other people 
around who can support them in their grief (Leick & Davidson-Nielsen, 1991). As 
such, it recognises the potential vulnerability of older people, who may lack such a 
support network.
Research also suggests that the relationship between attachment style and 
bereavement reactions does apply to older people. Sable (1989, as cited in Bradley & 
Cafferty, 2001) found that older women who had a childhood history of secure 
attachment showed less distress following the death of their husband, although their 
attachment to their husbands was not established so it cannot be assumed that they 
were securely attached to them (Bradley & Cafferty, 2001). However, the study also 
showed that women who were extremely dependent on their husbands showed more 
distress than women who were less dependent on their husbands, which supports the 
link with attachment style as high levels of dependency are associated with an anxious 
style of attachment (Bradley & Cafferty, 2001).
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However, a number of criticisms have been directed at Bowlby’s theory. Firstly, the 
grief work hypothesis rarely focuses on the social context of grief and tends to focus 
on intrapersonal rather than interpersonal issues (Stroebe & Schut, 1999).
The necessity for completing grief work has also been questioned. Despite the 
emphasis placed on grief work there is very little evidence to support the strong 
claims made for it (Stroebe et a l, 1992). Indeed, research has suggested that 
individual’s who suppress their grief are able to recover from their loss without 
experiencing significant difficulties (Fraley & Shaver, 1999). Bowlby himself 
acknowledged that some people who display an absence of grief are actually 
unaffected by the loss rather than defending themselves from distress (Fraley & 
Shaver, 1999). However, he suggested that this was either because the person had 
never actually developed a close attachment to the deceased or that their defenses had 
become so well organised and established that they did not feel the emotional 
consequences of their loss (Fraley & Shaver, 1999). He maintained that for most, 
suppressing or avoiding grief would have negative implications in the long-term 
(Fraley & Shaver, 1999).
Finally, it has been argued that the theory is culture-bound and represents a modem 
western view of grief that is not shared by all cultures (Stroebe, et a l, 1992; Stroebe 
& Schut, 1999). According to Bowlby the primary goal is to sever ties with the 
deceased person and move on with life {Stroebe et a l, 1992). However, this view of 
bereavement and grief is not necessarily seen across cultures. For example, Japanese 
religious rituals emphasise the continuation of ties with the deceased, through rituals 
such as offering food at the altar of the deceased person (Stroebe et a l, 1992). This 
pattern of maintaining ties with the deceased is also seen in the Shona people of 
Zimbabwe, who have the tradition o f ‘living in the presence of the ancestors’ (pp.9) in 
which they quickly accept that the person is physically dead and then move on to re­
welcome them as one of the ‘ancestors’ (Walter, 1996). In Egyptian culture it also 
seems that no attempt is made to block memories or sever links with the deceased 
(Stroebe et a l,  1992). However, there are cultures which do not share this view. For 
example, certain Native American tribes such as the Hopi o f Arizona carry on with 
life as usual and forget the dead as quickly as possible, as they believe that contact
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with death is polluting (Stroebe et a l, 1992). Similarly in Bali people are encouraged 
not to display their sorrow but rather be joyful. Expressions of grief are not seen as 
appropriate and people who show excessive grief are judged harshly (Stroebe et a l,
1992). All in all it seems that in some cultures people retain close ties with the 
deceased whilst in others all ties with the deceased are quickly relinquished and life 
continues as before (Stroebe et a l, 1992).
However, although Bowlby’s end-point of detachment or re-organisation is often 
interpreted as a complete break of emotional bonds with the person who has died 
Walter (1996) argues that the theory actually presents two themes; the pre-dominant 
one highlighting the importance of working through feelings and detachment from the 
deceased with the minor theme ‘emphasising the continued presence o f the dead and a 
continuous conversation with them’ (pp.8). He argues that as a result of a largely 
Western individualistic interpretation the minor theme has been largely ignored and 
the major theme has come to be accepted as the ‘clinical lore of bereavement 
counselling’ (pp.8)
In summary, it appears that Bowlby’s theory can make a contribution to working with 
older people who have experienced bereavement. However, it is important to note 
that although a great deal of research has been conducted into attachment and grief 
reactions very little research has focused specifically on attachment and bereavement 
in older people (Bradley & Cafferty, 2001). Moreover, it appears that ‘grief work’ 
does not adequately take into account the social and emotional context surrounding 
the bereaved person (Stroebe & Schut, 1999). In addition, it appears that it has been 
interpreted in such a way by Western clinicians that it does not take into account 
issues of cultural diversity (Walter, 1996).
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Dual Process Model
The Dual Process Model (DPM; Stroebe & Schut, 1999) provides an integrative 
framework for understanding how people cope with the loss o f someone significant in 
their life (Stroebe & Schut, 2001a). The central difference between this model and 
models such as Bowlby’s is its focus on cognitive processes (Matthews & Marwit,
2004). Stroebe and Schut (2001a) argue that in order to understand the process of 
bereavement it is necessary to understand the cognitions that people who are bereaved 
experience and how they change over time, enabling the person to come to terms with 
their loss.
According to Stroebe & Schut (1999) bereavement involves many different stressors 
and is best understood in terms of a stressor-specific model. The model identifies two 
categories of stressors; loss-oriented and restoration oriented, both of which result in 
the person experiencing stress and anxiety (Stroebe & Schut, 2001a; 1999). Loss- 
oriented stressors are directly related to the death, and would include things such as 
the loss of social support previously offered by the deceased or loss of the physical 
relationship with them (Servaty-Seib, 2004). Restoration-oriented stressors are 
secondary to the loss itself, including things such as a change in the person’s financial 
situation, or the person having to take on different roles (Servaty-Seib, 2004).
There are two specific coping styles that people use to cope, both cognitively and 
emotionally, with these stressors; loss-oriented and restoration-oriented (Stroebe & 
Schut, 1999). Loss-oriented coping is about dealing with and processing the loss, this 
is the same as the idea of working through loss in grief work (Stroebe & Schut, 1999). 
It generally involves rumination about the person who has died and life as it had been 
before, and the circumstances of the death. It also includes behaviours such as 
yearning, crying, and looking at old photographs (Stroebe & Schut, 1999). An 
example of the type of cognition that the person would have to deal with in this 
orientation would be T miss him everyday’ (Stroebe & Schut, 2001a).
Restoration-oriented coping involves focusing on the stressors that are secondary 
consequences of the loss. This can include things such as taking over tasks that were 
previously undertaken by the deceased (e.g. a widower that has to learn to cook
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following the death o f his wife), coping with the re-organisation of life that may be 
necessary (e.g. adjusting to a changed financial situation), and the development of a 
new identity (e.g. from spouse to widow) (Stroebe & Schut, 1999). An example of 
the type of cognition that a person would have to cope with in this orientation would 
be T am a single person in a ‘couple’ society’ (Stroebe & Schut, 2001a).
Although these two types of stressor are related a person cannot attend to both 
simultaneously (Stroebe & Schut, 2001a). Consequently a central component of the 
model is the concept of a dynamic regulatory process, oscillation, in which the person 
alternates between these two different styles of coping as well not coping at all 
(Stroebe & Schut, 2001a; 2001b). The person will thus oscillate between confronting 
the loss, avoidance of associated memories, and coping with secondary stressors 
(Stroebe & Schut, 2001a). This concept of oscillation is viewed as a necessary 
component for adequate coping following bereavement (Stroebe & Schut, 1999). 
Consequently, pathological grief reactions are regarded as a disturbance of the 
oscillation process. For example, absent grief can be conceptualised in terms of the 
person becoming stuck in a restoration-oriented mode o f coping (Stroebe & Schut, 
1999). The person needs to achieve a balance between both the loss and restoration 
components in order to adapt successfully to a loss (Stroebe & Schut, 2005).
In terms o f clinical work with older people this model is able to provide an 
explanation of atypical, or pathological, grief reactions. Moreover, the restoration 
oriented component of the model links to the difficulties in role adjustment that may 
be experienced by older people following bereavement. In addition, the models 
inclusion of the cognitive aspects of grief means that a cognitive behavioural 
approach could be utilised. For example, within the context of the DPM if someone 
was experiencing chronic grief, the task of therapy would be to facilitate restoration 
oriented coping by focusing on the organising beliefs of the person (Matthews & 
Marwit, 2004). Although traditionally work has focused on emotions rather than 
cognitions there is ‘a growing body of evidence for [Cognitive Behavioural 
Therapy’s] use in treating individuals with typical and complicated grief (Matthews 
& Marwit, 2004 pp.859).
81
OLDER PEOPLE
Moreover the model is able to take interpersonal differences into account (Stroebe & 
Schut, 2001b). Research has shown that there are individual, and group, differences 
in the extent to which people display loss-oriented or restoration-oriented coping 
styles (Stroebe & Schut, 1999). For example, it has been established that men are 
more restoration-oriented than women who tend to be more loss-oriented (Stroebe & 
Schut, 1999). The recognition of these differences allows the model to consider inter­
personal issues such as how a person’s grief may be interpreted by others or how one 
person’s style of grieving may impact on another person (Stroebe & Schut, 1999). 
For example, in the context of gender differences in coping styles it may be that an 
older man who is widowed may be offered less support if  people in his social network 
perceive his more restoration-oriented coping style as an indication that he is not 
distressed.
The model also enables the identification of cultural differences in coping with grief 
(Stroebe & Schut, 2001b). Although grief following bereavement is essentially 
universal the manifestations of that grief are culturally prescribed (Stroebe & Schut,
1999). However, the DPM provides a way of describing cultural ‘differences along 
the loss-restoration continuum’ (Stroebe & Schut, 1999 pp.220). For example, among 
the Balinese Muslim community where people are encouraged not to display their 
grief, their style of grieving could be described as restoration oriented, whereas the 
Egyptian cultures tradition of focusing on the deceased and the associated emotions 
could be described as a loss-oriented style of grieving (Stroebe & Schut, 1999).
In summary, it appears that DPM can make a contribution to working with older 
people who have experienced bereavement. It offers a framework that is able to 
consider both the emotional and cognitive aspects o f grieving and therefore, 
formulations based on this model could open up interventions focused on the loss- 
orientation stressors, which would be more like the traditional emotion focused ‘grief 
work’ as well as interventions focusing on the associated cognitions. This is useful as 
research has shown that interventions that focus solely on emotions are ineffective 
(Matthews & Marwit, 2004). In addition, this model is more able than earlier theories 
to take into account both the social context surrounding the bereaved person and 
issues of cultural diversity. However, it is important to bear in mind that the theory is
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relatively new and as yet it does not have comprehensive empirical support (Stroebe, 
et al., 2005).
‘Meaning Making’
More recently grieving has been described as ‘a process of meaning reconstruction’ 
(Stroebe & Schut, 2001b pp.391). This research stems from family systems theory 
and symbolic interactionism and focuses on social processes; one area that has been 
addressed is how family members make meaning following bereavement (Stroebe & 
Schut, 2001b). These approaches regard grief and bereavement as a family, rather 
than an individual, process; when a family member dies it affects the whole system 
rather than an individual (Nadeau, 2001).
Following bereavement family members coconstruct meanings and develop narratives 
about the person who has died (Stroebe & Schut, 2001b). The way the bereavement 
is ‘socially constructed’ through these processes effects the grieving process, and its 
outcome (Stroebe & Schut, 2001b). For example, a family that constructs the death as 
a relief from pain or illness will grieve differently from a family that constructs the 
death as one that was preventable (Nadeau, 2001).
When thinking about patterns of meaning making within bereaved families there are 
three concepts from family systems theory that are useful; roles, rules and boundaries 
(Nadeau, 2001). Individual family members develop specific roles within the family, 
(e.g. mother, peacemaker etc.). When a person dies their role is lost and the family 
searches for someone else to fulfil that role (Nadeau, 2001). Rules ‘can be thought of 
as unspoken understandings within the family that govern all family interactions, 
including how the family is to grieve’ (Nadeau, 2001 pp.331). Families that are better 
able to adapt to new situations are those that have a wider range o f rules and thus 
more flexibility (Nadeau, 2001). Families may find it hard to cope with bereavement 
if their existing rules are not adequate and therefore may need to develop new rules 
(Nadeau, 2001). The concept of family boundaries is important when considering 
whether meanings are constructed differently within different boundaries. For 
example, there are boundaries separating different generations within a family and
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therefore there may be generational differences in the meanings that are constructed 
that result in the loss meaning different things to the different generational sub-groups 
(Nadeau, 2001).
In terms o f clinical work with older people this model is able to explain why people 
might experience atypical grief reactions. Family grief therapy could be helpful for 
families who have constructed a meaning for the death, which is problematic or if 
there are factors inhibiting the meaning making process (Nadeau, 2001).
Moreover, by focusing on the meanings that people construct about a loss and 
regarding grief and bereavement as a family process the approach is able to focus on 
inter-personal issues. Consequently, it is more able to accommodate issues of social 
and emotional context than models such as Bowlby’s. Furthermore, by concentrating 
on the meaning making process it allows for individual differences. Families will 
construct meanings and narratives that are unique to them and these will be shaped by 
personal, familial and cultural factors (Stroebe & Schut, 2001b). The model does not 
prescribe one ‘correct’ method of grieving and as such it is also able to accommodate 
issues of cultural diversity.
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C o n c l u sio n s
This essay has attempted to address the question of whether psychological theory and 
therapy can make a contribution to working with issues of loss and bereavement in 
older people. In doing so it has considered research highlighting the particular 
difficulties faced by older people who lose a spouse as well as three different 
psychological approaches.
The research suggests that for most older people the loss o f a spouse is a distressing 
and emotional experience that can have a range o f negative effects on both 
psychological and physiological functioning (Fry, 1998). However, in general most 
people are able to cope with their grief and are able to recover from this distress 
without needing to consult health care professionals (Morgan, 1994). It has also 
suggested that there can be positive outcomes associated with bereavement that are 
very rarely considered (Fry, 1998).
However, for some people the grief process associated with bereavement is so long- 
lasting or distressing that it impairs their functioning and these people may require 
assistance to come to terms with their loss (Matthews & Marwit, 2004). It seems that 
the models presented in this essay are able to assist in understanding both normative 
grief and atypical grief and thus provide therapeutic techniques for helping these 
individuals.
However, there are a number of factors that need to be considered when evaluating 
the utility of these theories. Firstly, in terms of Bowlby’s theory; although it has been 
extremely influential in forming the basis for many current interventions designed to 
facilitate grieving, research suggests that many o f the existing therapeutic 
interventions for bereavement are relatively ineffective (Stroebe et al., 1992). 
Moreover, the theory is not able to adequately accommodate issues of social and 
emotional context or cultural diversity (Stroebe & Schut, 1999).
In contrast, the DPM does allow more consideration of the social and emotional 
context of the bereaved person. It is also more able to explain cultural differences in
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expressions of grief. However, the theory is relatively new and is not supported by a 
large body of empirical evidence (Stroebe et a l, 2005).
The development of approaches that focus on family meaning making following 
bereavement seem to be most able to accommodate issues of social and emotional 
context and cultural diversity. However, this is also a relatively new area and further 
research is required (Nadeau, 2001).
It is important to develop theoretical models o f bereavement because they help 
provide an understanding of how people come to terms with loss, which in turn 
provides knowledge that can be used to help those who are unable to adapt 
successfully to bereavement (Stroebe & Schut, 2001). However, there are 
methodological difficulties associated with the existing body of bereavement research 
(Bonanno & Kaltman, 1999). One of the most important o f these being connected 
with sampling difficulties and it has been suggested that much of the bereavement 
research has been subjected to sampling bias in terms of variables such as 
socioeconomic status, social support, and culture (Bonanno & Kaltman, 1999).
In addition, the research into the experience of bereavement in older people is still 
extremely limited (Moss et a l, 2001). This seems rather surprising as old age is the 
life stage where death is frequently experienced and older people will experience 
more bereavements than younger people (Moss et a l, 2001). It seems possible that 
ageist stereotypes may in part be responsible for the lack o f research conducted in this 
area. However, it seems necessary that more research be carried out in a number of 
different areas regarding bereavement in older people. As longevity increases and the 
birth rate continues to decline the proportion of older people in society will increase, 
and it seems increasingly important to gain an understanding o f the most effective and 
appropriate ways of working with older people who have experienced bereavement.
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Adult Mental Health Placement
Setting
This placement was based in a psychology department and ineluded work w ith clients 
from primary eare and the community mental health team. The main theoretical model 
used during the placement was cognitive behavioural.
Clinical Experience
Client’s presenting problems included depression, anxiety, panic disorder, post traumatic 
stress disorder, psychosis, and anger management. Psychometric assessments o f a person 
with memory difficulties and a person’s intellectual functioning were also conducted. In 
addition, I was also able to observe my supervisor working with asylum seekers who had 
been referred for treatment for PTSD. This included observing a ease where an 
interpreter was used and observing an assessment conducted with an asylum seeker held 
in a detention centre.
Training, M eetings & Visits
I attended psychology department and CMHT meetings, as well as a regular training 
group for trainee clinical psychologists on placement in the department. I also attended 
psychology department training days on working with severe mental distress and the use 
o f supervision. I was also able to attend ward rounds on an in-patient unit and worked 
with another trainee psychologist to develop a psychological formulation for a patient on 
the unit.
Within this placement I also completed a service related research project, which involved 
conducting an exploratory audit o f a specialist service providing psychological treatment 
for post traumatic stress disorder. A report o f the research was provided for the service.
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People with Learning Disabilities Placement
Setting
This placement was based in an integrated health and social services community team for 
people with learning disabilities. The main theoretical model used was behavioural, 
although I also applied cognitive behavioural models and had the opportunity to work 
with one client using a psychoanalytically informed approach.
Clinical Experience
A lot o f the work involved using behavioural models to work with challenging behaviour 
and involved working with clients’ families or the staff team supporting them in 
residential accommodation or day services. However, I also worked with clients 
presenting with a range o f problems including; anxiety, relationship difficulties, 
dementia, and inappropriate sexual behaviour. During this placement I also conducted a 
number o f assessments o f adaptive and cognitive functioning. In addition, I also co­
facilitated a workshop on managing challenging behaviour for a staff team who worked 
in a one-person service and a training session for another staff team on working with 
dementia.
Training, M eetings & Visits
I attended the psychology department allocation meetings and business meetings as well 
as multi-disciplinary meetings. I also led a meeting with support staff and district nurses 
to advise on how to support a client to receive insulin injections. I was also able to 
observe a psychiatry out-patient clinic and spent an afternoon shadowing the duty care 
manager. During the placement I also visited day services within the borough including a 
specialist older people’s service, a challenging behaviour service and a drop in service 
and had the opportunity to speak to management staff and service users.
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Child and Families Placement
Setting
This placement was based in a ehild and adolescent community mental health team. The 
main theoretical models used were cognitive behavioural and systemic/solution focused.
Clinical W ork
I conducted work w ith children and their families from a variety o f age groups. The 
majority o f  work was carried out as outpatient appointments at the team base although 
some appointments involved visiting families at their homes. Clients’ presenting 
problems included anxiety, school refusal, depression and self-harm, behavioural 
difficulties, relationship difficulties, feeding problems, chronic fatigue syndrome, and 
anger outbursts following trauma. I also co-faeilitated a social skills group for 10 
children with autistic spectrum disorders and/or ADHD. I also conducted psychometric 
assessments o f  cognitive functioning, memory and ability on this placement.
Training, Meetings & Visits
I attended the multi-disciplinary team meetings and ease discussion groups, as well as 
regular educational forums within the department where external speakers presented a 
range o f topics. I also observed a multi-diseiplinary cystic fibrosis clinic. During this 
placement I also had the opportunity to visit a social services led adolescent service for 
adolescents, and their families, with complex needs, where I was able to observe a jo in t 
assessment conducted by my supervisor and a social worker.
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Older People Placement
Setting
This placement was based in a community mental health team for older people and 
included community and inpatient work. The main theoretical model used was 
integrative with cognitive behavioural and systemic models also being used. In addition, 
I also conducted a number o f neuropsychological assessments.
Clinical w ork
I conducted individual work, work with a couple and worked with clients’ families and 
staff teams supporting them. W ork was carried out in a range o f settings including 
outpatient appointments at the team base, visiting clients in their own homes or 
residential homes and working with clients on the inpatient ward. Clients’ presenting 
problems included depression, anxiety (including obsessive compulsive disorder and 
agoraphobia), dementia, memory problems, bereavement issues, chronic pain, and 
relationship difficulties. I also developed and presented a training session on CBT and 
depression to the staff team on the inpatient ward.
Training, M eetings & Visits
I attended community mental health team meetings as well as regular CPD events for 
psychologists working within the Older People directorate. I observed ward rounds, on 
mental health, continuing care, and medical wards. I also observed a supportive group 
for people with mild dementia. I also had the opportunity to observe psychoanalytic 
group supervision session and a family therapy supervision session that my supervisor 
attended.
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Specialist Placements
Eating Disorder Placement
Setting
This placement was based within a specialist out-patient service for adults with an eating 
disorder. The main theoretical model used was cognitive behavioural.
Clinical Experience
I conducted individual work w ith clients at appointments at the team  base. Work 
included initial assessment o f client’s difficulties as well as individual therapeutic work 
with clients with bulimia nervosa and anorexia nervosa.
Training, M eetings & Visits
I attended multi-disciplinary team  and allocation meetings as well as psychology team 
meetings. I also attended case discussion groups, where I presented a case, and training 
sessions provided by the service for trainee’s and students on placement with them. I 
also observed ward a round on the in-patient ward and visited a specialist unit for 
cognitive behavioural treatment o f OCD and observed the ward round at that service.
Family Therapy Placement
Setting
This placement was based within a specialist family therapy service. The theoretical 
model used was systemic family therapy.
96
OVERVIEW OF CLINICAL EXPERIENCE
Clinical Experience
I worked with eouples and families who presented with a range o f relationship 
difficulties, both as lead therapist and co-therapist. The work involved the use o f the one­
way mirror and reflecting teams. As it was an adult mental health family therapy service 
one member o f the family or couple had to be in contact with mental health services to be 
referred clients presenting problems included; depression, anxiety, psychosis, and 
anorexia nervosa.
Training, M eetings & Visits
I attended regular multi-diseiplinary team meetings and team and allocation meetings for 
the family therapy team. I also attended group supervision w ith the other family 
therapists in the department and monthly family therapy network meetings. I was also 
involved in providing training sessions on family therapy to junior doctors within the 
trust.
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Summary of Case Reports
Identifying details have been changed to preserve the anonymity o f  the client.
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Summary of Adult Mental Health Case Report
Cognitiye behayioural intervention with a 44-year-old woman presenting with
panic symptoms
Referral of the problem
Ann, 44 years of age, was referred to the primary care team by her GP for panic 
disorder. Her ethnic background was white British, and English was her first 
language. Ann was married and had no children, but her husband had three sons from 
a previous marriage.
Presenting Problem
Ann had been experiencing panic and anxiety symptoms for about a year. They had 
begun at the time one of her step-sons was about to get married. Ann was anxious 
about attending the wedding and was also worried about her mother who was 
experiencing some minor health problems at the time. When experiencing feelings of 
panic Ann worried that she would faint and “make a fool of herself ’ and as a result 
she felt the need to “run away” and “escape”. She also experienced physical 
sensations associated with anxiety such as increased heart rate, feeling dizzy and light 
headed, and hot and cold flushes.
Initial assessment of the problem
Assessment was carried out over one session on a one-to-one basis. Detailed 
information was gathered regarding her panic symptoms and her personal history. At 
the time of assessment Ann was no longer experiencing ‘full-blown’ panic attacks. 
However, she was showing high levels of avoidance and felt that her life was very 
restricted. Ann had experienced recurrent episodes of panic since 1997 and had 
sought help from her GP on two previous occasions. She had also seen a friend who 
was a community nurse privately for some sessions o f cognitive behavioural therapy 
(CBT). Ann described her childhood as generally happy she was an only child and 
felt she had a good relationship with her mother but her relationship with her father
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had been difficult when she was younger. She had been married to her husband for 
eight years and described her marriage as “very happy”. She felt that her husband 
was supportive and understanding of her difficulties. Ann also completed the Beck 
Anxiety Inventory and achieved a score of six.
Initial Formulation
Ann’s panic symptoms were formulated within Clark’s (1986) ‘vicious circle model’ 
of panic. At the time she began to experience symptoms o f panic Ann was 
experiencing a period o f heightened anxiety as a result o f the stress associated with 
attending her step-son’s wedding and her mother’s ill health. This led to her 
experiencing physical symptoms of anxiety, which acted as the triggering event in the 
panic cycle. Ann then perceived these physical sensations as a sign that she might 
panic. This perception may also have been reinforced by Ann’s previous experience 
of Panic Disorder. Her perception of these physical sensations as a threat led to a 
further increase in anxiety and the catastrophic misinterpretation of the symptoms as a 
sign that she would faint. Once activated the panic cycle was maintained by her 
safety behaviours, which included only going to certain places when accompanied by 
her husband or parents, avoiding going to busy places or places where she had 
previously experienced a panic attack and making sure she was always near an exit so 
she could “escape” if necessary.
Intervention
The Intervention took place over nine 50-minute sessions of one-to-one meetings.
Socialisation
The early sessions focused on socialising Ann to the CET model and providing 
information on panic and anxiety. Ann had encountered the cognitive model before 
as she had received CET in the past. However, although she found the experience 
useful at the time her panic attacks had returned when she finished treatment. 
Consequently, emphasis was placed on discussing Ann’s previous experiences of
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treatment, including what she had found helpful and anything she had disliked or 
found unhelpful.
Exposure
As homework after the second session Ann was asked to devise a hierarchy of tasks 
that she found difficult. From this hierarchy certain tasks were identified as ones to 
focus on during the exposure component of therapy. Throughout therapy Ann worked 
on these tasks as homework exercises.
Cognitive Work
The assessment session had identified Ann’s catastrophic cognition during panic as T 
am going to faint’. This was challenged in two main ways; firstly by asking Ann if 
she had ever fainted during a panic attack and secondly by educating Ann about the 
nature o f panic attacks and the effect on blood pressure.
Outcome
At the end of therapy Ann completed the BAI again and her score had decreased to 
zero. She also felt that her quality of life had improved. She regularly went shopping 
alone, was able to queue in shops, had travelled on motorways and had been to the 
theatre for the first time in two years. She reported that she thought therapy had 
helped her to learn to think about things and re-assess rather than start panicking 
immediately.
Critical Evaluation
This intervention appeared to work successfully in relieving Ann’s panic symptoms 
and agoraphobic avoidances. However, although cognitive behavioural treatments for 
panic are initially sueeessfiil there are high rates of relapse (Brown & Barlow, 1995). 
By focusing on the panic cycle itself the anxiety that acts as the initial trigger for the 
cycle is not addressed. Perhaps for some people who experience panic attacks this 
results in the treatment operating on a surface level, which then means that short-term 
gains are not maintained. It is possible that a schema-focused approach would have
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addressed the more fundamental beliefs and may make relapse less likely. According 
to Wells (1997) schema focused therapy should not be considered until symptom 
focused work has been completed. Consequently, it may have been preferable to 
continue Ann’s therapy and include schema-focused work. Such work could have 
focused on Ann’s expectations of herself. She often referred to how she ‘should be 
able’ to cope with things and appeared to view feelings of distress or anxiety as a 
weakness. Schema focused work may have identified the core beliefs that underlie 
these assumptions.
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Summary of People with Learning Disabilities Case Report
Behavioural Assessment and Intervention with a 26-vear-old woman with 
Angelman’s svndrome displaving challenging behaviour
Referral of the problem
Jane was referred to the psychology service because staff at the day centre she 
attended were requesting support in managing Jane’s behaviour around meal times 
and when taking her medication. Jane was 26 years-old with a diagnosis of 
Angelman’s syndrome, as well as a severe learning disability and epilepsy. She lived 
at home with her family and her ethnic background was white British.
Presenting Problem
Staff at the day centre reported that problems with meal times and medication were 
long-standing. At meal times Jane would hit out, pushing, pulling, and grabbing staff. 
These difficulties had resulted in meal times becoming a struggle. Staff would 
repeatedly attempt to assist Jane to eat and Jane would repeatedly refuse. Many of the 
staff at the centre had refused to work with Jane and her key-worker was being asked 
to work with her most lunch times. At the home where Jane received respite care, 
staff reported the same difficulties in supporting Jane at meal times. Jane’s mother 
reported that Jane also showed the same behaviours at home and that since child-hood 
she had not been interested in food. However, she reported that Jane displayed these 
behaviours less frequently at home and she was always able to persuade Jane to eat.
Initial Assessment of the problem
Assessment was conducted through a series of interviews and observations o f Jane, 
following a meeting between myself, Jane’s key-worker at the day centre and the 
Clinical Psychologist supervising my work. Information was also gathered from case 
notes and discussions with professionals. The assessment process took several 
months to complete because of difficulties associated with making appointments with 
both staff at the day centre and Jane’s family. The ease files indicated that Jane had
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a long history of eating problems, dating back to early childhood and she had received 
input on several occasions from speech and language therapy and psychology. The 
assessment showed that Jane did not like close physical contact with others, or 
crowded places. She also had a severe communication impairment. Two behavioural 
questionnaires were also completed with Jane’s key-worker, which indicated that the 
Jane’s behaviour was multi-flinetional. However, the primary functions of the 
behaviours were to enable Jane to escape situations she found aversive and gain 
access to tangibles, such as drinks or preferred objects or videos.
Initial Formulation
Jane’s challenging behaviour was conceptualised within a behavioural model. Jane 
displayed a number of physical characteristics associated with Angelman’s syndrome 
(e.g. swallowing problems), which probably made eating a difficult experience.
These eating problems were exacerbated by her facial hypersensitivity, her lack of 
interest in food and her communication impairment, which meant that the only way 
she could communicate her wishes, was through her challenging behaviour. Her 
dislike of close contact with others also meant that she found the experience of being 
supported to eat unpleasant. Her behaviour was a way of communicating her wish to 
escape the situation. The behaviour was maintained because although staff attempted 
to encourage Jane to eat for some time they usually gave up eventually, so she was 
able to escape the demand through her behaviour.
Action Plan
It was proposed to develop a behavioural intervention to reduce Jane’s challenging 
behaviour at lunch-time. However, the assessment also highlighted a number of 
issues that caused concern, particularly in terms of the methods used by Jane’s mother 
when she supported Jane to eat at home. As such, it was necessary to address these 
risk issues as well as the behaviour that had been the focus of the initial referral.
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Intervention
Behavioural intervention
The initial plan had been to alter Jane’s experience of lunchtime by providing her with 
food she could eat herself as she found being supported to eat an aversive experience. 
However, it was service policy to provide Jane with flow food because of her risk of 
choking and it was therefore not possible to implement changes to the food she ate. 
Jane’s respite care provider had begun to offer Jane meal replacement drinks as she 
could drink these without support from staff and this led to consideration of whether 
such a strategy could be implemented at the day centre. The ethical issues involved in 
such a decision meant that this was taken to a multi-diseiplinary meeting, which had 
already been arranged to consider the risk issues identified in the assessment.
Multi-disciplinarv meeting
The meeting involved colleagues from psychiatry, SALT, care management, Jane’s 
key workers from her day service, and the respite service she attended, and her 
mother. All the professionals at the meeting, and Jane’s mother, supported the idea of 
providing Jane with a nutritional supplement. It was agreed SALT would refer Jane 
to a dietician who would monitor her to ensure that her nutritional requirements were 
being met. The meeting then moved on to consider the risk issues that had been 
highlighted and it was decided that responsibility for addressing these concerns would 
be passed to the care management team and Jane’s care manager arranged a home 
visit.
Outcome
The outcome of the intervention was that Jane was to be provided with nutritional 
supplement drinks at her day services. Jane’s care manager also arranged a home 
visit to investigate the vulnerable adults’ issues that had been raised. Staff were also 
provided with advice about supporting Jane to take her lunch time medication in a 
way that made it feel less like a demand for her, whilst psychiatry colleagues 
reviewed her medication.
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Critical Evaluation
A number o f difficulties were encountered during this work. The difficulties in 
gaining access to day centre staff were particularly problematic as they contributed to 
the assessment process becoming very lengthy. In addition there was no outcome 
data, as staff at the day centre had not completed ABC recordings of Jane’s 
challenging behaviour
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Summary of Child and Families Case Report
An extended assessment of a 13-year-old boy with chronic fatigue syndrome and
academic difficulties at school
Referral of the problem
Peter, a 13-year-old boy was referred to the Child and Adolescent Mental Health 
Service (CAMHS) by his paediatrician who felt that he was showing signs of 
depression. Peter has a diagnosis of Chronic Fatigue Syndrome (CFS) and lives with 
his mother, father and sister. His ethnic background was white British and the 
family’s first language was English.
Presenting Problem
Peter and his family reported that his CFS was having a significant impact on his life. 
Peter often felt sick, dizzy and lacking in energy when he got up and would 
sometimes miss school because he did not feel well enough to attend. Peter’s sleep 
routine was also disturbed. The family also felt that Peter was struggling to cope at 
school. Peter said that he had problems learning and concentrating and felt that some 
of his teachers did not understand his difficulties. Peter’s parents reported that he had 
always struggled at school but felt his academic difficulties needed urgent attention. 
His mother had always wondered if Peter had a specific learning difficulty such as 
dyslexia but an assessment had never been conducted.
Initial assessment of the problem
The initial assessment interview was conducted jointly with the clinical psychologist, 
and was attended by Peter, his mother, father and sister. Detailed information about 
Peter’s developmental history as well as his current situation was gathered. Peter’s 
parents described him as a cheerful sociable child but they felt he was slow in 
learning to walk and talk. Although Peter had always struggled academically he was 
a talented tennis player. He trained every day before school and he and his parents 
talked about the possibility of him playing at Wimbledon one day. Peter had been
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diagnosed with CFS approximately a year before the assessment appointment. 
During our initial interview Peter and his family identified his difficulties at school 
and sleep difficulties as the two problems they would like support with.
Initial formulation
The initial formulation considered whether there might be a relationship between 
Peter’s CFS and his difficulties at school and a number of hypothesis were generated. 
These included consideration of whether Peter’s difficulties were occurring as the 
cumulative effect of missing school because of his fatigue. In addition to the 
possibility that there was a link between Peter’s CFS and his academic difficulties it 
was also hypothesised that his difficulties may not be related to his CFS but the result 
o f a specific learning disability, as his parents reported that he had experienced long­
standing difficulties at school dating back to before the onset of his CFS.
Action Plan
The assessment and formulation suggested that further assessment of Peter’s 
functioning would be required. This included further assessment of his cognitive 
functioning, assessment o f his performance at school, and his general functioning and 
the impact o f CFS on his life.
Extended Assessment
School performance
Further information was gathered regarding Peter’s performance at school through 
two telephone conversations with his head of year. The school acknowledged that 
Peter was not strong academically but were not worried about his performance. 
However, they did feel that Peter’s CFS was causing some difficulties for him, 
particularly in terms of missed school days.
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Cognitive functioning
Peter completed a series of standardised tests in order to assess his cognitive 
functioning, including the Wechsler Intelligence Scale for Children -  III (WISC-III) 
and the Children’s Memory Scale (CMS). The results o f these assessments showed 
that Peter’s cognitive functioning was in the low range. However, his achievement in 
reading, literacy and numeracy was in line with, or exceeded, what would be expected 
based on his cognitive ability.
General functioning and chronic fatigue svndrome
Further information about the impact of CFS on Peter’s life was gathered during three 
sessions with Peter alone, and with his parents. These meetings highlighted some 
differences between Peter and his mother in their attitudes to his CFS.
Extended formulation
The results of the cognitive assessment showed that Peter’s cognitive functioning was 
in the low range. However, there was no evidence to support the hypothesis that he 
had a specific learning difficulty. It was hypothesised that Peter’s overall low level of 
cognitive functioning meant that he would not find academic work easy and these 
difficulties would be further complicated by his absence from school as a result of his 
CFS. In addition, the results of the assessment indicated that Peter had a weakness in 
verbal/auditory memory, which may also contribute to his difficulties. The 
assessment also highlighted the impact of Peter’s CFS on his sporting ambitions, 
which may impact on Peter’s sense of identity as it was possible that a lot of his sense 
of identity may have been associated with his role as an athlete.
Recommendations for intervention
It was recommended that Peter and his family would benefit from support around 
coping with his CFS. During the initial assessment Peter’s difficulties at school were 
described as the most important issue. However, his difficulties at school were 
influenced by his CFS and as the assessment progressed it became apparent that it had 
also had a significant impact on his sporting ambitions. Peter and his family were
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referred to a multi-disciplinary service that specialised in paediatric CFS in order to 
receive specialist input around these issues. In addition, further support and advice on 
how to improve Peter’s sleep pattern and how to provide support for his memory 
difficulties was also recommended.
Critical evaluation
The assessment process took a considerable amount of time and Peter attended a 
number of appointments. I was mindful of the fact that he was missing school to 
attend appointments and had expressed annoyance at having to attend frequent 
appointments in the past and tried to limit the amount of testing I asked him to take 
part in. However, it may have been preferable to have included a test o f attention in 
order to complete a comprehensive assessment of Peter’s cognitive functioning.
110
SUMMARY OF CASE REPORTS
Summary of Specialist Placement Case Report
Cognitive Behavioural Intervention with a 22-vear-old woman presenting with
atypical bulimia nervosa
Reason for referral
Jane, a 22-year-old white British woman was referred to the eating disorder service by 
her Community Mental Health Team (CMHT). Jane was single and a university 
student.
Presenting problem
Jane reported an unstable pattern of eating, which was characterised by episodes of 
bingeing and vomiting when she was at home and attempts to restrict the number of 
calories she consumed when at university. Jane also displayed a fear of fatness and 
weight gain, although her body image was relatively accurate.
Initial assessment of the problem
Jane was initially assessed by the service and placed on the treatment waiting list. I 
then met with Jane two months later to begin treatment. At the first session my 
supervisor and I met with Jane and used the session as a further assessment. Using 
information from this session and her earlier assessment detailed information about 
Jane’s personal history and the history o f her eating difficulties was obtained. Jane 
described an unhappy childhood with many relationship difficulties. She had a past 
suicide attempt, after which she had regular sessions with a social worker and saw a 
psychologist for a short time. She first experienced significant eating problems when 
she left home to attend university for the first time. She began restricting the amount 
of food she ate and lost a significant amount of weight.
Initial investigations
Jane completed the BDE-Q at her initial assessment and her scores on all four sub­
scales were consistent with the norms for bulimia. She also completed the BAI and
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BDI at our first session, scoring 41 on the BDI and 36 on the BAI placing her within 
the severe range on both scales
Initial formulation
Fairburn’s (1981; 1985) cognitive model of bulimia nervosa was used to 
conceptualise Jane’s difficulties. Jane showed a fear of fatness and weight gain, and a 
tendency to judge herself in terms of shape and weight. She also believed that her 
size and shape reflected a lack of self-control as she believed she should be able to 
control what she ate. As a result, she was constantly trying to avoid “bad” and only 
eat “good” foods as well as restricting the amount of food she ate in total in an effort 
to lose weight. These beliefs were further reinforced by her previous experience 
when she had “successfully” restricted her diet to such an extent that she lost a 
considerable amount o f weight in a relatively short space of time. Her inability to 
keep to this previously successful dieting regime added to her depression and low 
self-esteem. These attempts at dieting and beliefs about “good” and “bad” foods also 
made her more likely to binge.
Intervention
The intervention took place over 15 one-hour sessions of one-to-one meetings.
Socialisation and Psvchodeducation
The initial sessions began the process of socialising Jane to the cognitive behavioural 
model and providing her with psychoedueational material. Early in treatment the 
cognitive view o f the maintenance of bulimia was explained, as well as the 
relationship between bingeing and dieting. At this point the concept of a structured 
eating plan was introduced to Jane and she was informed that an early goal of the 
therapy would be to implement a structure of three meals and two to three snacks a 
day into her eating.
112
SUMMARY OF CASE REPORTS
Alternatives to Bingeing and Problem Solving
By session five Jane had made good progress with the structured eating plan and the 
frequency o f her binges had reduced. At this stage we started to consider the 
difficulties that she would encounter when she returned home for the summer 
holidays. Jane’s food monitoring had shown that her binges would often be triggered 
by an external event, for example, an argument with a family member. As such, we 
also spent time working on problem solving skills to help her cope with such 
difficulties, thereby reducing her vulnerability to bingeing.
Cognitive Work
At the beginning o f therapy Jane had many strict rules about food and what she could 
eat. As is the ease with many people with bulimia she believed that this was the only 
way to keep control over her eating and avoid fatness, although she found these rules 
increasingly difficult to stick to and frequently ‘broke’ them (Fairbum, 1997). 
However, providing her with information regarding the relationship between bingeing 
and dieting and introducing the structured eating plan made it possible to challenge 
these beliefs.
Outcome
Therapy was not completed by the end of the placement and Jane continued therapy 
with another psychologist in the team. However, at the end of our work Jane had 
made significant changes to her eating behaviour. She had not experienced an 
objective binge since session five and the frequency of subjective binges had greatly 
reduced. Moreover, she had not vomited following eating since session three. Jane’s 
scores on the four sub-scales of the EDE-Q had also decreased. Her score on the 
restraint sub-scale had decreased from 3.6 to 0.8, which was consistent with norms for 
normal controls established by a number of studies (e.g. Cooper et al., 1989). 
However, her scores on the other three sub-scales had only decreased slightly and 
were still consistent with the norms for bulimia. Jane’s scores on the BDI and BAI 
had also decreased from 41 and 36, respectively to 24 and 21.
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Critical evaluation
Although the intervention was not completed by the time I finished my placement the 
work we had done appeared to have been successful in achieving behavioural changes 
in Jane’s eating pattern. However, Jane may remain vulnerable to relapse without 
further cognitive work. Schema work may be particularly appropriate for Jane as this 
could focus on her concerns with shape and weight and self-esteem. Research has 
suggested that behavioural changes in eating such as reduction in binges are unlikely 
to be maintained if  these are not considered (Fairbum, et al., 2003).
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Summary of Older People Case Report
Neuropsychological assessment of an 88-year-old woman experiencing memory
difficulties
Referral of the problem
Mrs Davidson, an 88-year-old white British woman was referred to the psychology 
service by the consultant psychiatrist at the Community Mental Health Team for 
Older People (CMHT-OP). The psychiatrist had been reviewing Mrs Davidson at 
out-patient appointments and requested a neuropsychological assessment to clarify 
whether Mrs Davidson’s memory difficulties were signs of a dementing illness.
Initial Assessment
Initial assessment was carried out over one session on a one-to-one basis. Detailed 
information was gathered regarding Mrs Davidson’s memory difficulties, and her 
personal and medical information. Additional information was gathered from ease 
notes and subsequent meetings with Mrs Davidson’s adult daughters.
Presenting problem
Mrs Davidson reported a range of difficulties in remembering different things. She 
also reported experiencing confusion and disorientation when she went out as well as 
some word finding difficulties and difficulties in remembering names. She was still 
able to live independently in her flat, although she thought it helped that the flat is 
small or she would lose everything. Mrs Davidson’s daughters felt their mother’s 
memory was poor and that she was progressively becoming more confused and 
forgetful. They had also noticed her becoming more repetitive in her conversation. 
They describe her as a very intelligent woman, a great letter writer and a central figure 
in their family and both described feeling very upset at the changes they were 
observing in her. Her daughters felt that they had to provide their mother with more 
support than they had in the past, for example, checking she had taken her medication.
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History o f presenting problem
Mrs Davidson and her daughters felt that her memory had been gradually 
deteriorating for some time. Mrs Davidson was unable to say when her memory 
diffieulties had become apparent but her daughter’s felt it was approximately two 
years ago, coinciding with a period in hospital following a urinary tract infection.
Medical History
No significant past medical or psychiatric history was reported. There was no history 
of past serious illness, accidents involving injury to the head or spine, or periods of 
loss of consciousness. Her medical file showed the results o f a CT scan, which 
according to the consultant’s report showed no signs of Ischaemic changes or 
haemorrhage. Mrs Davidson was being treated for high blood pressure and high 
cholesterol but there was no personal history of stroke or heart disease, although there 
was a family history of heart disease.
Personal History
Mrs Davidson is the second youngest of six children, although all o f her siblings have 
died. She left full-time education at 18 and worked in her father’s firm as a shorthand 
typist until she married. She did not work while her children were young but returned 
to work when they started school because she wanted some independence. She 
worked for a firm of solicitors for many years and held a responsible position as a 
secretary continuing to work past retirement age. She was married for 58 years and 
had been a widow for the last 8 years. She described her marriage as very happy and 
has two daughters, six grand-children and one great grandson. She is very close to 
her family, both her daughters and most of her grand children live close by and she is 
very busy and involved with family life.
Literature Review & Hypotheses
The most common form o f dementia is Alzheimer’s type (Lezak, 1995) and older age 
is associated with an increased likelihood of Alzheimer’s disease (Jaequin, 2005). 
Therefore one hypothesis was that Mrs Davidson would have a neuropsychological 
profile consistent with Alzheimer’s disease. A second hypothesis was that Mrs
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Davidson would have a neuropsychological profile consistent with vascular dementia, 
as her age and history o f high blood pressure suggested that she could be at risk of 
developing vascular dementia (Green, 2000).
Neuropsychological Assessment
A battery o f tests were chosen which tested a variety of cognitive domains including; 
tests of general functioning, memory, language and executive function. Testing took 
place over three sessions each taking between one and one and a half hours. The 
following tests were used during the assessment: National Adult Reading Test 
(NART; Nelson & Wilson, 1991); WAIS-III; Trail Making Test (TMT); Rey- 
Osterrieth Complex Figure; FAS test; Category Naming Test; Hopkins Verbal 
Learning Test-Revised (HYLT-R); The Hospital Anxiety and Depression Scale 
(HADS; Zigmond & Snaith, 1983); Logical Memory I & II from the WMS-III.
Findings
Mrs Davidson’s verbal IQ was in the high average range and her performance IQ was 
in the average range. The results of the NART suggested that her pre-morbid 
intellectual functioning was in the high average range. Generally Mrs Davidson’s 
scores on the tests of memory were in the low average to average range. However, 
her working memory was in the superior range. Her language skills were within the 
average range except for her results for the animal category test, which were below 
the 10* percentile when compared with norms for her age group. Tests of executive 
functioning and attention were in the average range.
Discussion
The results of the assessment process established that Mrs Davidson was experiencing 
a degree of cognitive impairment and this was impacting on her social functioning. 
Given her neuropsychological profile I concluded that she was exhibiting signs 
consistent with a dementing process. The profile also seemed to be more indicative of 
an Alzheimer’s type dementia rather than a vascular type dementia.
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Critical Evaluation
Using the NART to assess Mrs Davidson’s premorbid level of functioning could be 
regarded as problematic. Although the NART is widely used in clinical practice it has 
not been standardised with the WAIS-III and it may have been more appropriate to 
have used the Wechsler Test of Adult Reading (WTAR) as this has been standardised 
with the WAIS-III.
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ABSTRACT
Background. The service involved in this study is a specialist trauma service 
provided by a psychologist working as a sole practitioner. A number of clients who 
access the service are asylum seekers.
Objectives. To investigate the demographic profile o f clients accessing the service, 
and to compare engagement of clients who were asylum seekers with those who were 
not asylum seekers.
Design and methods. The study was designed as an exploratory audit. A 
retrospective audit was conducted on the case files of 64 clients who were discharged 
from the service between 2001 and 2004. Cases were excluded if they had not 
received a diagnosis of Post Traumatic Stress Disorder, or if  they had only been 
referred for a diagnostic assessment, resulting in a final sample of 36.
Results. O f the 36 cases only 6 were asylum seekers, which meant that it was not 
possible to conduct statistical analyses. Descriptive statistics showed that a high 
number o f clients in the asylum seeker group dropped out o f treatment.
Conclusions. The small number of people in the asylum seekers group was a 
significant limitation for the study, and it was not possible to provide meaningful 
comparisons between patterns of engagement. However, it was able to provide a 
limited overview of the profile of clients discharged by the service over the past three 
years. Implications for the service and further research questions are discussed.
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INTRODUCTION
The service involved in this study is a specialist trauma service, provided by a 
psychologist working as a sole practitioner, within a larger psychology department, 
providing psychological treatment for Post Traumatic Stress Disorder (PTSD). The 
service is based in a large town and sees clients from both urban and rural populations. 
As a result o f its location it is also accessed by a number of asylum seekers, who have 
been identified, by the Department of Health (DOH) as a particularly vulnerable 
group (DOH, 1999).
The psychologist providing this service was also my field supervisor for this project, 
and before deciding on a specific research question we discussed possible research 
ideas. She was particularly interested in looking at patterns o f attendance as she 
thought this would provide information that would be useful to her in planning service 
delivery and managing her case load. A further interest she had was in investigating 
whether there were differences between service users that were asylum seekers and 
those that were not, again from the point of view of planning service provision. After 
these discussions I used this information to generate a research idea and specific 
research questions. Taking into account practical constraints, such as carrying out the 
research in a relatively short time frame and therefore wanting to conduct a clinical 
audit or service evaluation thus avoiding a lengthy ethics procedure. Moreover, the 
service had not previously been involved in any research or audit, which meant that it 
was unclear what kind of data it would be realistic to gather. As a result, it was 
decided to conduct an exploratory audit of the service.
The National Service Framework for Mental Health (DOH, 1999) outlines a number 
of guiding principles that should be used to inform the planning o f service delivery. 
Amongst these principles it states that services should be ‘well suited to those who 
use them and non-discriminatory’ (DOH, 1999 p. 4). It also emphasises the 
importance of delivering services that are culturally sensitive. As a result, it seemed 
appropriate to gather demographic data as part of this exploratory audit as it would 
seem helpful to have a demographic profile of service users in order to plan services 
that meet this principle. I decided to focus specifically on the profile of asylum
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seekers using the service, as it would seem likely that their needs may be different 
from those of service users who are not asylum seekers.
The DOH (2003) has also provided information that professionals need to consider 
when delivering services to asylum seekers. Among the factors that are highlighted as 
inhibiting access to mental health services are difficulties with: immigration; housing; 
support arrangements and cultural and linguistic barriers. It has also been shown that 
access to sources o f social support help to protect the mental health of asylum seekers 
(Burnett & Fassil, 2002). Therefore, I decided to target data collection around these 
factors.
Consequently I decided to focus on three main research questions
1) What is the demographic profile of clients attending the service?
2) What is the demographic profile of asylum seekers using the service, with 
particular reference to the factors outlined above that the DOH (2003) has 
highlighted as inhibiting access to mental health services within this client 
group.
3) Is there a difference in the engagement (assessed by attendance) o f asylum 
seekers using the service compared with clients using the service who are not 
asylum seekers?
126
SERVICE RELATED RESEARCH PROJECT
METHODS 
Participants
Participants were clients who had been discharged from the psychologist’s caseload 
over the previous three years.
Procedures
A list o f the clinician’s current case load is kept by the secretarial staff and is 
regularly updated. When updated the old lists remain in the file and provide a record 
of the changes to the caseload over time. From these lists 64 clients, who had been 
discharged between 2001 and 2004, were identified. The data required was gathered 
through a retrospective audit of the case files of these 64 clients. Specifically, an 
audit of the referral letter, assessment notes and report, and the discharge form. 
During this process the following demographic and clinical information was recorded: 
age; sex; whether the client was an asylum seeker or not; number of sessions attended; 
number of sessions cancelled by the client; number of sessions the client did not 
attend; whether treatment was completed; diagnosis; and key trauma. In addition, in 
the case of clients who were asylum seekers information regarding: housing 
arrangements; other sources of support; immigration status; and country of origin, was 
also recorded (see Appendix A).
Following this 28 cases were excluded resulting in a final sample of 36. Cases were 
excluded if they had not received a diagnosis of PTSD, or if  they had only been 
referred for a diagnostic assessment. In addition, two cases were excluded because 
they had been on the list of cases but had not attended their initial appointment and 
had no further contact with the service. One further case was excluded because the 
assessment was not completed.
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RESULTS AND ANALYSES
Analysis o f the data revealed that of the 36 cases only six were asylum seekers. This 
small sample size combined with the exploratory nature of the study meant that 
statistical analyses were not conducted and instead descriptive statistics are presented 
here.
Demographic and Clinical Characteristics
For both asylum seekers and non-asylum seekers age, sex and key trauma were 
recorded. The mean age of clients in the asylum seekers group was 35.8 (SD=7.08, 
range 25-44) and the mean age of clients who were not asylum seekers was 36.2 
(SD=10.92, range 19-58). The figures for sex and key trauma are recorded in tables 1 
and 2 below.
Gender
Female Male Total
Non Asylum 
Seeker
19 11 30
Asylum Seeker 1 5 6
Total 20 16 36
Table 1. Sex of Participants.
Key Trauma
Type 1 Trauma* Type 2 Trauma^ Total
Non Asylum 
Seeker
18 12 30
Asylum Seeker 0 6 6
Total 18 18 36
Table 2. Key Trauma.
Type I trauma is defined as a “short term unexpected traumatic event” (Meichenbaum, 1996 p.20) 
^Type II trauma is defined as a “sustained and repeated ordeal” (Meichenbaum, 1996 p.20).
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Demographic Profile of Asylum Seeker Group
In light o f the small numbers in this group and lack of statistical analysis the data are 
presented below as a brief description of each person, as this seems to be a more 
helpful way o f presenting a demographic profile of the individuals in this group.
Client 1 was a 41-year old man from Pakistan. He was recorded as receiving support 
from a Community Psychiatric Nurse (CPN) and the Community Mental Health Team 
(CMHT). His immigration status was recorded as undefined, and there was no report 
o f his housing situation in the sources of information audited.
Client 2 was a 30-year old man from Algeria. He was recorded as being in contact 
with MIND and as having 1 friend. His housing situation was recorded as “difficult” 
and he was staying with an acquaintance. According to the notes he was in the 
process of appealing against the decision of the home office.
Client 3 was a 37-year old man from Burundi. The case notes did not record any 
other sources of support (professional or otherwise) for this man. His housing status 
was also not recorded, he was involved in an ongoing claim for asylum.
Client 4 was a 44-year old man from Burundi. He was recorded as receiving input 
from a CPN. He was living in a room in a shared house and was awaiting a decision 
on his immigration status from the home office.
Client 5 was a 40-year old man from Sierra Leone who was involved in the process of 
claiming asylum. He was receiving support from a CPN and was living in a hostel.
Client 6 was a 25-year old woman from Cameroon, who was in the process of 
appealing against the decision of the home office. The case notes reported that she 
received support from her involvement in the local church and from a person who had 
visited her when she was in detention. She had been living in overcrowded conditions 
with a family that had provided her with temporary accommodation.
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Patterns of Engagement
When analysing patterns o f engagement two criteria were analysed:
1) Whether treatment was completed (see table 3 below).
2) The number of sessions clients attended and the proportion of sessions that 
clients either cancelled (cna’s) or did not attend (dna’s).
Treatment Completed Drop out Total
Non Asylum 
Seeker
23 7 30
Asylum Seeker 1 5 6
Total 24 12 36
Table 3. Outcome o f Treatment
For the purpose of looking at attendance, the total number o f sessions offered was 
calculated by adding the number of sessions attended to the number of cna’s and 
dna’s. The proportions o f sessions attended, cna’s and dna’s were then calculated as 
percentages.
The results of the analysis showed that nine clients in the non-asylum seekers group 
attended 100% of the total number of sessions offered compared with one client in the 
asylum seeker group. Fifteen clients in the non-asylum seekers group (or 1/2) did not 
cancel any o f their appointments compared with two clients (or 1/3) in the asylum 
seekers group. These figures were very similar for the proportion o f dna’s where 14 
clients in the non asylum seekers group (or just under half) had a dna rate of zero 
compared with only one o f the clients in the asylum seekers group. However, none 
of the clients in the asylum seeker group cancelled more than 25% of their sessions 
and only one person had a dna rate of 50%. The results can be seen in tables 4, and 5 
below.
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Sessions Attended Cancelled Sessions Sessions Not Attended
100% 1 0 0
>75% 1 0 0
5 0 -7 5 % 3 0 1
2 5 -4 9 % 1 0 1
<25% 0 4 3
0% 0 2 1
Totals 6 6 6
Table 4. Pattern of Attendance for Asylum Seekers.
Sessions Attended Cancelled Sessions Sessions Not Attended
100% 9 0 0
>75%o 9 0 0
50 -  75% 11 1 1
2 5 -4 9 % 1 3 3
<25% 0 11 12
0% 0 15 14
Totals 30 30 30
Table 5. Pattern of Attendance for "4on-Asylum Seekers
It is important to be cautious when comparing these percentages because the variance 
in total number of sessions offered is quite large. For the asylum seeker group the 
total number o f sessions offered ranged from 1 to 19 with a mean of 10.8(SD6.6) and 
for the non-asylum seeker group there was a range o f 4 to 33 sessions with a mean of 
13.8(SD 8.97). This large range means that comparing the percentage o f sessions 
attended is difficult as, for example, an attendance rate o f 100% for a person who had 
been offered three sessions is very different from an attendance rate of 100% for a 
person who had been offered 33 sessions. However, as it was not possible to perform 
any statistical comparisons on the data it seemed that this method provided an 
alternative, although crude, way of examining the data.
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DISCUSSION
This study had three main aims:
1) To obtain clinical and demographic information about clients using the service.
2) To obtain a demographic profile of asylum seekers using the service, 
specifically those factors outlined by the DOH as inhibiting access to mental 
health services within this group.
3) To investigate and compare the pattern of engagement of asylum seekers and 
non-asylum seekers using the service.
However, a difficulty that became apparent after the data had been collected was the 
small number o f asylum seekers in the sample. Although it was expected that this 
group would be relatively small, the clinician involved had expected it to be larger 
than it actually was. This expectation was interesting in itself suggesting either; that 
as the service has developed the number of asylum seekers using it has increased, or 
that for some reason the clinician perceives there are more asylum seekers accessing 
the service, perhaps the cases come to mind more readily or occupy a greater 
proportion of her time.
As a result o f this small sample size it was not possible to conduct statistical analyses. 
Therefore, all results must be considered tentative at this stage and any points raised 
in this discussion are purely speculative.
Demographic and Clinical Characteristics
An interesting finding in this section was that all the clients in the asylum seekers 
group had experienced a type II trauma. This is in contrast with the clients who were 
not asylum seekers where only 12 of the 30 clients had experienced a type II trauma. 
A type I trauma is defined as a ‘short term unexpected traumatic event’ 
(Meichenbaum, 1996 p.20) for example, a car accident. Whereas a type II trauma is 
defined as ‘a sustained and repeated ordeal...[a] series o f traumatic events or 
exposure to a prolonged traumatic event’ (Meichenbaum, 1996 p.20). It is perhaps
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not surprising that asylum seekers accessing the service had more experience of type 
II trauma as people who come to this country seeking asylum are likely to be 
attempting to escape from situations where they may have experienced combat, 
torture, abuse, violence and death of family and friends (DOH, 2003). This is 
clinically relevant as experience of a type II trauma is ‘more likely to lead to long 
term problems’ (Meichenbaum, 1996 p.20) and treatment for PTSD as a result of a 
type II trauma is likely to require more sessions than treatment for a type I trauma. 
This information should be helpful to the clinician in managing her caseload and 
waiting list, as when planning service provision she would need to consider that 
clients who are asylum seekers are more likely to have experienced a type II trauma 
and will therefore require more sessions.
Demographic Profile of Asylum Seeker Group
The levels of support that clients in this group received varied. However, four of the 
six clients received input from at least one other health professional or a voluntary 
agency. Suggesting that the service does make referrals and involve other agencies in 
the treatment of this client group. This is something that needs to be considered when 
planning services for asylum seekers as the DOH (2003) states that ‘mental health 
providers should develop a referral network of specialist agencies who can offer 
added support on specific issues, such as housing, welfare, immigration etc.’ (p.50). 
Consequently, the service needs to consider how it could continue to refer clients to 
other agencies and work on expanding its referral network thereby assisting clients 
who use the service in accessing further sources of professional support.
None of the clients in the group had their immigration status settled. According to the 
DOH (2003) difficulties with immigration status, including worries about the outcome 
of a claim and fear that they may be deported or placed in detention can inhibit 
asylum seekers access to mental health services. However, it may also be interesting 
to develop further research that questions whether immigration difficulties can also 
disrupt access to services, for example, appointments may be cancelled because a 
person needs to meet their lawyer.
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Information regarding housing status and support from other sources was not found in 
the case notes of all clients. However, it is possible that clients were receiving 
support that the clinician was unaware of, or that information regarding both housing 
and support was documented elsewhere in the file, for example, in therapy notes. If a 
pilot study had been conducted this difficulty may have been identified, and it may 
have been possible to make changes to the method of data collection in order to 
capture information that was documented elsewhere. Consequently, the lack o f a pilot 
could be considered a limitation in the design of this study. However, I had initially 
decided not to conduct a pilot study because of time constraints and because after 
discussions with my field supervisor it seemed the information would be contained in 
the sources o f information audited. Furthermore, if  the information required was 
contained elsewhere in the file, the costs and benefits involved in examining the entire 
file for each client would need to be considered, as examining 64 client files would be 
very time intensive.
Patterns of Engagement
When looking at the pattern of attendance it is interesting to note that only one person 
in the asylum seekers group completed treatment and five dropped out. In contrast, 
only 7 of the 30 clients who were not asylum seekers dropped out of treatment. This 
high rate o f drop out could suggest that clients who were asylum seekers experienced 
difficulties engaging with treatment. However, although the drop out rate was 
relatively high only two people within this group had a high proportion of 
appointments that they did not attend (one person did not attend 47% of their sessions 
and one person did not attend 50% of sessions). Furthermore, no one in the group 
cancelled more than 25% of their sessions. This raises the question of why people are 
dropping out o f treatment. For example, is it due to practical difficulties such as 
housing arrangements rather than a lack of engagement? It would seem worthwhile 
for the service to explore this issue further as it is possible that there are steps it could 
take to address this high drop out rate.
The small number of people in the asylum seekers group was a significant limitation 
for this study particularly in terms of comparing patterns o f engagement between 
asylum seekers and non-asylum seekers. The small sample size made it impossible to
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make statistical comparisons. However, calculating the proportion of cna’s and dna’s 
as percentages is a relatively crude way of addressing the issue and the large variance 
in numbers of sessions offered makes it difficult to make meaningful comparisons. 
Considering the small number of asylum seekers in the sample it may have been 
preferable to conduct this study using a qualitative approach. For example, 
interviewing asylum seekers who had been discharged. This would have ensured the 
accuracy o f information regarding housing and social support and would also lend 
itself to examining the reasons for the high drop out rate. However, such an approach 
could be too time intensive for a small-scale research project. This could possibly be 
overcome by interviewing a small number of the sample or by using questionnaires 
rather than interviews.
An alternative approach would be to extend the time period and include clients 
discharged prior to 2001, in an attempt to obtain a larger sample. However, once 
again this would encounter practical problems in terms of time constraints, as it was 
relatively time consuming auditing the 64 files identified.
In conclusion, this study was unable to provide a meaningful comparison of patterns 
of engagement between asylum seekers and non-asylum seekers because o f the small 
number of people in the asylum seekers group. However, it was able to provide a 
limited overview of the profile of clients discharged by the service over the past three 
years, which has raised some interesting questions for further research and some 
points to consider when planning service provision. However, the small sample size 
means that these results are not generalisable. As a result, further studies would be 
necessary to confirm the tentative results highlighted here.
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Abstract
Objectives: Research into voice hearing suggests that behavioural and affective 
responses to the experience are mediated by a range o f interpersonal and cognitive 
factors, including the relationship between voice hearer and voice. Assessment tools 
have been designed that assess a person’s beliefs about their voices identity and 
power as well as the relationship between an individual and their voice. The present 
study aimed to develop a semi-structured interview to act as a clinical tool when 
assessing a person’s relationship with their voice(s) and assess the psychometric 
properties o f the interview schedule.
Design: A quantitative case series design was used, which used both correlational and 
between-subjects methods.
Participants: A total of 50 people who hear voices participated in the study; of these 
32 were in contact with mental health services (the clinical sample) and 18 were not 
in contact with mental health services (the non-clinical sample).
Main Outcome M easures: The main outcome measures used in this study were the 
‘Voice Relating Interview’, which was designed for this study, the ‘Psychotic 
Symptoms Rating Scale’, and the ‘Voice and You’ questionnaire.
Results: The interview schedule was found to have good inter-rater reliability and 
concurrent validity was established with scores on the VAY and ratings of distress. 
Conclusions: The study provided preliminary evidence to support the reliability and 
validity of the Voice Relating Interview as a clinical tool for use with people who 
hear voices.
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Introduction
1.1 The Voice Hearing Experience
Examples of voice hearing experiences have a long history dating back several 
millennia with a number of well-known historical figures having heard voices 
including Socrates, Joan of Arc, Mahatma Ghandi (Romme & Escher, 2004), Martin 
Luther King, Jr., Carl Jung and Sigmund Freud (Liester, 1996). There is also 
evidence that voice hearing is relatively common within the general population (Tien, 
1991). However, hearing voices continues to be regarded as the most common form 
of hallucination in people who have been diagnosed with a major psychiatric disorder 
(David, 2004).
Establishing a precise definition of hallucinations is difficult and there has been much 
debate in the literature (David, 2004). However, David (2004) has recently defined an 
hallucination as:
A sensory experience which occurs in the absence o f  corresponding external 
stimulation o f  the relevant sensory organ, has a sufficient sense o f  reality to 
resemble a veridical perception, over which the subject does not fee l s/he has 
direct voluntary control, and which occurs in the awake state (pp. 110).
The content of voices can vary greatly including; questions, comments, commands 
and criticisms (Beck & Rector, 2003). People often report hearing single words, 
which are demeaning in content (e.g. “loser”). Other people’s voices issue commands; 
these may be fairly mundane such as “go for a walk” or extremely frightening, telling 
people to harm themselves or others (Beck & Rector, 2003). In contrast, some people 
report hearing their voices as a running commentary on their behaviour. The 
frequency with which voices are heard is variable; sometimes they may be heard 
almost continuously yet at other times they may be heard hardly at all, or may be 
absent (Beck & Rector, 2003).
The majority of people who report hearing voices tend to be diagnosed with a 
psychiatric illness (e.g. schizophrenia) and are treated with neuroleptic medication
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(Leudar & Thomas, 2000). Thus, the experience of hearing voices is interpreted 
within a medical framework where a person’s voices are regarded as symptoms of an 
underlying mental illness. It is not considered necessary, or helpful, to explore the 
experience further as voices are regarded as meaningless symptoms o f psychosis 
(Leudar & Thomas, 2000). However, although psychiatric medication is the most 
common treatment option it is ineffective for a significant proportion o f people and 
they continue to hear voices that they find distressing despite its use (Curson et a l, 
1985 as cited in Vaughan & Fowler, 2004).
Moreover, although the experience of hearing voices can be an ‘intense intrusive 
experience’ (Romme & Escher, 2004 pp. 14) there is a growing body of research 
evidence showing that the experience of voice hearing is present in community 
samples who do not seek help, suggesting that voice hearing in itself does not have to 
be a distressing experience (Birchwood et a l, 2004). Indeed, some studies have 
suggested that approximately 4-5% of non-clinical populations hear voices (Tien, 
1991). As yet research into the experience of voice hearing in non-clinical samples is 
limited, however, a small number of studies have been conducted (e.g. Romme & 
Escher, 1993; Honig et a l, 1998; Davies et a l, 2001; Jones et a l, 2003). In general 
the results of such studies suggest that participants from non-clinical samples are 
more likely than participants from clinical samples to view the voice hearing 
experience as positive (Honig et a l, 1998; Davies et a l, 2001; Jones et a l, 2003). In 
addition, people who hear voices but do not seek help from mental health services 
experience less distress (Honig et a l,  1998) and are less likely to be frightened of 
their voices (Honig et a l, 1998; Jones et a l, 2003) than voice hearers who use mental 
health services.
For example, Honig et al. (1998) interviewed three groups of participants; 18 patients 
with a diagnosis of schizophrenia, 15 patients with a diagnosis o f dissociative 
disorder, and 18 non-patient voice hearers. The results o f the interviews showed that 
participants in the non-patient group described their voices as predominantly positive 
whereas participants in both the patient groups described their voices as 
predominantly negative. In addition, participants in the patient groups were 
significantly more afraid of their voices and reported more disruption to their lives as
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a result of their voice hearing experiences than participants in the non-patient group. 
Moreover, participants in the non-patient groups reported feeling more in control of 
the voice hearing experience than participants in the patient groups.
As a result of such findings there has been growing interest in developing alternative 
ways of helping people cope with the experience of hearing voices (Leudar &
Thomas, 2000). Consequently, research has focused on the factors that mediate the 
emotional and behavioural responses to the experience of hearing voices and a range 
of factors have been identified including beliefs about the voice’s power, identity and 
intent (Birchwood & Chadwick, 1997; Chadwick & Birchwood, 1994) and core 
beliefs about the self (Close & Garety, 1998).
It has been suggested that emotional and behavioural responses to voices are 
influenced by beliefs the person has about the voices intent (in terms o f benevolence 
and malevolence) as well as the content and characteristics o f the voice (Chadwick & 
Birchwood, 1994; Birchwood & Chadwick, 1997). People generally experience their 
voices as personified and personalised, they are often aligned with someone in the 
person’s life (either current or past) and it is common for the voices to be those of 
parental (or other dominant) figures (Chadwick & Birchwood, 1994). Furthermore, 
research by Benjamin (1989) found that voice hearers were able to understand their 
voices as if they were interpersonal others and had ‘integrated and interpersonally 
coherent relationships’ with them (Benjamin, 1989 pp.308). Developments in the 
understanding o f voices as a result of such theoretical work ‘have had direct clinical 
implications for understanding voice hearing and, in consequence, many cognitive 
therapists are now focusing on the relationship that exists between the voice and voice 
hearer’ (Vaughan & Fowler, 2004 pp. 144).
The current study aims to extend the clinical and research applications of previous 
research that has applied a theory of social relating to the understanding o f the voice 
hearing experience. Specifically, this will be achieved through the development of a 
semi-structured interview schedule that could be used in clinical and research settings 
to aid understanding and formulation when working with people who hear voices.
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The following literature review will consider the impact of voice hearing on the 
individual, with particular emphasis on the concept of a relationship between the 
voice hearer and their voice and the application of relating theory to the voice hearing 
experience. This will lead to a consideration of existing measures and the rationale 
for developing a new measure.
1.2 The Cognitive Model of Voices
Chadwick and Birchwood (1994) suggested a cognitive model of voices in an attempt 
to explain how behavioural and affective responses to voices are maintained. They 
argued that it is the meanings that a person attributes to their voices, rather than voice 
activity itself that determines these affective and behavioural responses (Chadwick & 
Birchwood, 1994).
Chadwick and Birchwood (1994) suggested that people’s responses to their voices 
may be influenced by the beliefs they hold about the voice’s authority and power.
This theory was related to Beck’s (e.g. Beck et a l, 1979) cognitive model of 
depression, which explains the behavioural and affective symptoms o f depression as 
occurring as a result o f negative beliefs held by the person (e.g. “1 am useless”). 
Consequently, cognitive therapy for depression (Beck et a l,  1979) places great 
emphasis on disputing and testing these negative beliefs. The development of a 
cognitive model for voice hearing would have similar consequences for treatment 
because it may be possible to reduce distress by assessing the accuracy of beliefs held 
by the person about their voices (Chadwick & Birchwood, 1994).
Chadwick and Birchwood (1994) used the Cognitive Assessment of Voices (CAV) to 
interview 26 people about their dominant voice and found that all voices were 
believed to be omnipotent (all powerful) and omniscient (all knowing). People were 
willing to engage with their voice if they regarded it as having benevolent intent but if 
they believed it to have malevolent intent they would attempt to resist it. Belief that 
the voice was malevolent was also associated with negative emotional responses (e.g. 
depression, anxiety, fear and anger) whereas positive emotional responses were 
associated with a belief that the voice was benevolent.
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The study also suggested that the meaning ascribed to voices was often constructed by 
the voice hearer as 31% of participants held beliefs about the voices that did not 
appear to be related to voice content. This finding suggested that it was beliefs about 
the voices identity, power, and purpose rather than voice content which was 
responsible for the voice hearers perception of the voice as malevolent or benevolent 
(Chadwick & Birchwood, 1994). These findings were able to offer support for a 
cognitive model o f voices but the methodology was limited. In particular, greater 
objectivity was needed in the measurement of the cognitive and behavioural elements 
of voice hearing and the concepts of malevolence, benevolence and omnipotence 
needed to be more clearly defined (Chadwick & Birchwood, 1994).
As a result of the difficulties involved in measuring the cognitive and behavioural 
elements o f the voice hearing experience Chadwick and Birchwood (1995) developed 
the Beliefs About Voices Questionnaire (BAVQ). This questionnaire consisted of 30 
items, which measured cognitive (e.g. my voice wants to harm me), behavioural (e.g.
I tell it to leave me alone) and affective (e.g. my voices make me feel anxious) 
responses to voices by asking people to provide “yes/no” responses. This tool was 
used alongside the CAV in a further study to investigate the cognitive model of voices 
(Birchwood & Chadwick, 1997). The study established that behavioural and affective 
responses to voices were linked to beliefs people held about the voices benevolence or 
malevolence but were not linked to voice topography (voice loudness, frequency) or 
form. They also found that in the majority o f cases (72.6% of participants) beliefs 
about the voice were either completely unrelated to voice content, or had to be 
inferred from voice content. Overall their 1997 study appeared to provide further 
support for a cognitive model of voices.
However, studies attempting to replicate Chadwick and Birch wood’s (1994) and 
Birchwood and Chadwick’s (1997) studies have provided mixed results. Close and 
Garety (1998) used the CAV to interview 30 participants in an attempt to replicate the 
findings of Chadwick and Birchwood (1994). In addition, they also hypothesised that 
behavioural and emotional reactions to voices will not only be mediated by the beliefs 
the person holds about the voice, as suggested by Chadwick and Birchwood (1994) 
but that appraisals of the self in relation to the voice may also act as a mediating
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factor. As ‘self-appraisals form the core of self-concept’ (pp. 185) Close and Garety 
(1998) hypothesised that self-esteem may be an important factor that would interact 
with previously identified factors such as the omnipotence, identity, and purpose of 
the voice in mediating emotional reactions to the voice hearing experience. 
Consequently, they also collected data on self-esteem and participant’s self-appraisals 
as part of their study.
The results of the study showed that although a large proportion o f the sample 
regarded their voices as omnipotent and omniscient, this was not the case for all 
participants, unlike the earlier studies (Chadwick & Birchwood, 1994; Birchwood & 
Chadwick, 1997). Close and Garety (1998) also found that participants in their study 
generally experienced negative affect in response to their voice hearing experience 
and also had low self-esteem and negative self-appraisals. In contrast with the 
Chadwick and Birchwood (1994) study the Close and Garety (1998) study found a 
direct relationship between voice content and perception of the voice as malevolent or 
benevolent. Moreover, their study did not find the same relationship between 
affective response and perception of the voice. An important finding of the original 
studies (Chadwick & Birchwood, 1994; Birchwood & Chadwick, 1997) was the 
relationship between negative affect and the perception of the voice as malevolent. 
However, Close and Garety’s (1998) study suggested that the experience of hearing 
voices was able to generate negative affect even if the voice was perceived as 
benevolent.
Consequently, Close and Garety (1998) proposed a revised cognitive model in which 
there is a reciprocal relationship between affect and cognitions whereby core beliefs 
about the self (e.g. as useless, worthless, helpless etc.) are activated by the voice 
hearing experience and it is these core beliefs that result in behavioural and affective 
responses to hearing voices. In turn these responses may serve to strengthen the core 
beliefs (Close & Garety, 1998). This revised model has important clinical 
implications as it suggests that whilst work focused on modifying beliefs about voices 
is of value, schema work,that aims to re-appraise self-evaluations and improve self­
esteem may also be helpful (Close & Garety, 1998).
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Van der Gaag et a l  (2003) have suggested that the differences between the original 
studies (Chadwick and Birchwood 1994; Birchwood & Chadwick, 1997) and Close 
and Garety’s (1998) study can be accounted for by limitations in the methodology 
used to assess voice content. They suggested that the previous studies were not 
rigorous enough in their assessment of content. In their study they assessed voice 
content by using two raters and only data from participants whose voice content was 
rated in the same way by both raters was used in the analysis (Van der Gaag et a l, 
2003). Their study offered some support for Chadwick and Birchwood’s (1994) 
cognitive model of voices in that it found that beliefs about the voice’s identity, 
meaning and malevolence were related to distress. They also found that people who 
believed their voices to be malevolent were more likely to experience anxiety and 
depression and were more likely to attempt to resist their voices (Van der Gaag et a l, 
2003). However, in agreement with the Close and Garety (1998) study they also 
found that generally negative voice content was associated with perception of the 
voice as malevolent whilst positive voice content was associated with perception of 
the voice as benevolent and that it was rare for voice content and beliefs about the 
voice to be unrelated, although they did find that where voice content is more neutral 
people tended to have a more varied set of beliefs about the voices (Van der Gaag et 
a l, 2003). However, a limitation of this study is that it used the BAVQ in order to 
assess the person’s perception of the voice as benevolent or malevolent. The original 
BAVQ was revised because it was felt that it was an over simplified way of assessing 
power. This revised version of the BAVQ (the BAVQ-R) included additional items to 
assess power and had more response options (Chadwick, et al, 2000). Had Van der 
Gaag et al. (2003) used the BAVQ-R they may have obtained different ratings for the 
voices in terms o f benevolence and malevolence.
1.3 The Interpersonal Relationship with the Voice
As cognitive understandings of the experience of hearing voices have developed it has 
become apparent that people do not regard their voices as their own thoughts but 
instead attribute them to others (Chadwick, et a l, 1996). Consequently, it seems 
possible ‘to view an individual’s relationship with a voice as interpersonal’
(Chadwick et al., 1996 pp. 106). Moreover, research has shown that most voices are
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clearly identified, with hearers perceiving their voices to have an identity/personality 
(Leudar & Thomas, 2000; Romme & Escher, 1993).
Leudar et al. (1997) considered the pragmatic properties of voices experienced by 28 
participants; 14 had a diagnosis of schizophrenia and the other 14 people reported 
hearing voices but had no formal diagnosis and were not using mental health services. 
The results of the study showed that most of the voices that the participants described 
were gendered and the voice hearer was able to determine the age group o f the voice 
(Leudar et a l, 1997). For example, a voice could be described as that o f an old 
woman. Some voices did not have names and could not be identified; Leudar et al. 
(1997) referred to these as incognito voices. However, most participants (64% of the 
sample) reported hearing voices that were ‘aligned with individuals in their social 
world’ (Leudar et al., 1997 pp.890). This supports findings from an earlier study by 
Nayani and David (1996) who interviewed 100 psychiatric patients who heard voices 
and established that most o f their participants (61%) could identify their voice. An 
interesting finding of the Leudar et al. (1997) study was that a dialogue would 
frequently be established between the voice hearer and their voice, with 39% of 
participants reporting that they would ask questions o f their voice, suggesting that the 
individual perceived their voice as an entity with whom they could interact.
An early study that explored the concept of a relationship between an individual and 
their voice was conducted by Benjamin (1989) who used the Structural Analysis of 
Social Behaviour Questionnaire to examine the interpersonal nature of the voice 
hearing experience in 30 psychiatric in-patients. As a result o f this study she 
concluded that all participants had ‘integrated interpersonally coherent relationships 
with their voice’ (Benjamin, 1989 pp.308). The study also suggested that a person’s 
relationship with the voice could serve an adaptive function, in that a relationship with 
a voice may develop as an alternative to less satisfactory social relationships 
(Benjamin, 1989).
This concept of a relationship between voice hearer and voice has been further 
explored by Birchwood et al. (2000) who applied social ranking theory (Gilbert et a l, 
1995; Price et a l, 1994) to the understanding o f the relationship between the voice
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hearer and their voice. According to social ranking theory a process of social 
comparison forms the basis for an appraisal of social subordination to another. If 
such comparisons result in social comparisons that are unfavourable this can be 
expressed as anxiety, anger, shame, depression etc. (Gilbert, et a l, 1995).
In their study Birchwood et al. (2000) interviewed 59 people who heard voices and 
found that, in terms o f power and rank, hearer subordination to the voice was linked 
to subordination and marginalisation in other social relationships. Moreover, they 
also found that people who felt themselves to be highly subordinated to their voice 
were also more depressed (Birchwood et a l, 2000). Birchwood et al. (2000) 
suggested two pathways that could account for the relationship between voice activity 
and distress; either beliefs about the voice and levels of depression could both be 
affected by the individual’s interpersonal schemata, or beliefs about the voice could 
effect the person’s level of depression and their interpersonal schemata. These 
different pathways have important clinical implications. The first model would 
predict that changing the power balance between the voice hearer and their voice 
through work aimed at modifying a person’s interpersonal schema would have an 
effect on the person’s ability to deal with their voice (Birchwood et a l, 2000). In 
contrast, the second model suggests that work designed to modify beliefs about the 
voice would have an important effect on the levels of distress experienced. However, 
a study by Birchwood and Iqbal (1998) suggested that evidence in support of the 
second pathway was limited and Birchwood et al. (2000) suggested that the first 
model was the most likely.
Birchwood et al. (2004) went on to investigate the relationship between hearer 
subordination and depression further through the application of covariance structural 
equation (SEM) modelling to the data from 125 participants who had a diagnosis of 
schizophrenia to assess which of the competing pathways could best account for the 
relationship between voice activity and distress. SEM was used as, although it cannot 
prove a model is true, it allows for the rejection of competing models. The results of 
the study showed that voice hearers commonly regarded themselves as subordinate 
and inferior to their voices, which were appraised as powerful and dominant. 
Moreover, the results suggested that the person’s relationship with their voice mirrors
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relationships that the person has with others in their social world. Birchwood et al. 
(2004) concluded that the analysis provided further support for the model they 
suggested in their earlier study (Birchwood et a l, 2000), as this model provided the 
best fit to the data and was not rejected by the covariance SEM. This model proposed 
that interpersonal schemata of subordination to others are responsible for distress and 
depression experienced as a result of the voice hearing experience. These schemata 
also result in the person perceiving their voices as ‘dominant, powerful and 
threatening, and the self as subordinate’ (Birchwood, et a l,  2004 pp. 1573). This 
study has important clinical implications as it suggests that interpersonal schema 
should be a target for intervention, possibly through interventions focused on social 
relationships.
Studies such as those outlined above have highlighted the value of considering how 
the relationship between the voice hearer and their voice influences behavioural and 
affective responses. In particular, interpersonal power structures have been shown to 
be an important factor in how people experience their voices, for example people who 
feel subordinate to their voices may experience more distress (Birchwood et a l,
2000). However, the majority of studies have concentrated on this dimension of 
power within the relationship to the exclusion of other relevant concepts (Hayward, 
2003). If  relationships with voices are similar to the relationships people have with 
others in their social world then it would seem logical to assume that they should be 
as complex, and include dimensions other than power (Hayward, 2003). Indeed, 
issues of proximity and intimacy have also been shown to be relevant to the voice 
hearing experience (Birchwood & Chadwick, 1997). This consideration of relational 
dimensions other than power has led to Birtchnell’s (1996; 2002) theory o f relating 
being applied to the voice hearing experience.
1.4 Relating Theory
Birtchnell’s (1996, 2002) theory proposes that relating occurs along two intersecting 
axes of power and proximity, and has recently been used in research into the 
experience of voice hearing.
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According to Birtchnell (1996) relating is:
...an active process ...which one organism or person does to another or to 
others. It cannot occur without there being at least one other...Relating 
includes being aware of, adopting attitudes toward and attempting to influence 
other animals, plants, or objects, but particularly animals and more 
particularly still, animals o f  the same species... Relating may assume the form  
o f  direct action... but usually it involves simply conveying signals... In man such 
signals usually are conveyed by way o f  the spoken or written word, though 
nonverbal signals such as posture, gesture and tone o f  voice play a significant 
albeit less obvious part. (pp. 3)
Another important aspect of Birtchnell’s theory (1996, 2002) is that being related to is 
just as important as relating to others. Birtchnell (1996) describes being related to 
(which is also described as passive relating) as ‘that which another does or others do 
to the organism’ (pp.7). People are continuously relating to others and being related 
to but an important distinction between these two forms of relating is that when one is 
being related to the nature of relating must be inferred by the recipient (Birtchnell, 
1996).
Although the presence of an “other” is necessary for relating to occur the “other” may 
be an internalised representation (Birtchnell, 1996). Therefore, Birtchnell’s theory is 
able to provide a theoretical explanation of the reciprocal nature of relating between 
people and others in their social world as well as internalised others, and as such can 
be applied to the understanding of how people relate to their voices.
1.4.1 BlrtchnelVs Axes o f  Power and Proximity
The intersecting axes o f power and proximity have at each of their poles a state of 
relatedness. The horizontal axis of proximity describes the distance that exists 
between people, with its two poles of distance and closeness. The vertical axis of 
power describes the amount o f influence one person has over the other, with its two
159
MAJOR RESEARCH PROJECT
poles of uppemess and lowemess (Birtchnell, 1996). These axes are represented in 
figure 1.
As a State of relatedness closeness is able to serve a protective function and is also 
necessary for developing close relationships and social support. It is advantageous 
‘because it holds people together’ (Birtchnell, 2001 pp.64). In contrast distance is 
advantageous because it ‘keeps people apart and provides space for them to develop 
as separate individuals’ (Birtchnell, 2001 pp64). The power axis includes all types of 
power including knowledge and intelligence as well as characteristics of physical 
power (Birtchnell, 1996). Within this axis upperness refers to the concept of relating 
to someone from a position of relative strength (i.e. having more authority) and 
lowemess refers to the concept of relating to someone from a position of relative 
weakness. According to Birtchnell (2001) uppemess is advantageous ‘because it 
gives people the power to control and influence others; and lowemess is advantageous 
because it enables people to benefit from the leadership, protection and care of others’ 
(pp.64).
Figure 1. The Two Main Axes of Relating (Birtchnell, 1996 pp.40)
UPPERNESS 
(Relating from a position of relative strength)
DISTANCE <-
(remaining
separate)
CLOSENESS
(becoming
involved)
LOWERNESS 
(relating from a position 
of relative weakness)
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1.4.2 The Interpersonal Octagon
Between the four main relating styles that exist along the two axes there are four 
intermediate positions, which blend the relating styles that are either side of them 
(Birtchnell, 2001). These eight positions (the four main relating styles and four 
intermediate positions) form a theoretical structure knows as the interpersonal octagon 
(Birtchnell, 2001). Each of the octants describes a state of relatedness none of which 
are regarded as being more desirable than the other (Birtchnell, 1996). A person who 
is a skilled relator needs to have the ability to relate to others (and be related to) from 
all the positions, and do so in response to the relating style of others. This ability to 
comfortably adjust between the styles of relating is called versatility (Birtchnell,
1996).
Birtchnell (1996) suggests that childhood experiences of relating are important in the 
development o f versatility. Childhood experiences that are positive help the child 
develop confidence in its ability to attain particular relational states whenever it needs 
to (Birtchnell, 1996). However, if childhood experiences are more negative relating 
skills may be impaired. For example, bad childhood experiences of a particular state 
of relatedness may result in a person becoming fearful and avoidant of that particular 
state. Or repeated experience of failing to attain a particular state may lead the person 
to conclude that they cannot attain the state and therefore avoid it in future 
(Birtchnell, 1996).
A versatile (well-adjusted) relator is flexible and adaptable. They are confident that 
they are able to achieve any of the main positions of relatedness and are able to utilise 
a variety of relating strategies (Birtchnell, 1996). However, non-versatile people are 
more restricted in their relating skills. They will be anxious and uncertain in some 
positions and may try to avoid others completely. They are less able to vary their 
relating styles and will try to limit their relating to the areas in which they feel 
comfortable and therefore they may relate to everyone from the same position 
(Birtchnell, 1996; 2001).
For each style of relating or relational position there are positive and negative states of 
relating. Positive relating describes the style of a versatile relator who is ‘competent
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in attaining and maintaining’ different relational positions (Birtchnell, 1996 pp.33). 
Negative relating describes the style of a person who is not comfortable or competent 
with that position (Birtchnell, 1996). Figures 2 and 3 show examples of negative and 
positive relating octants.
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Figure 2. Examples of positive relating for each octant (from Birtchnell, 1994)
UN
ND
Leading
guiding
advising
UD UC
Controlling
and
maintaining
order
Protecting 
helpful 
providing for
Needing 
personal 
space & 
privacy
Friendly
involvement and 
interest
Seeking care 
and protectionObedient loyal 
and respectful Seeking 
guidance 
direction & 
advice LCLD
LN
NC
Key
UN: upper neutral, UC: upper close; NC: neutral close; LC: lower close; LN: lower 
neutral; LD: lower distant, ND: neutral distant; UD: upper distant.
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Figure 3. Examples of negative relating for each octant (from Birtchnell, 1994)
UN
ND
Pompous,
boastful,
dominating, 
insulting
Sadistic, 
intimidating 
tyrannising
Intrusive,
restrictive,
possessive
Fear of 
separation 
& of being 
alone
Suspicious, 
uncommunicative, 
self-reliant
Fear of 
rejection & 
disapproval
Acquiescent 
subservient, 
withdrawn
Helpless, 
shunning 
responsibility 
& self- 
denigrating
NC
LN
Key
UN: upper neutral, UC: upper close; NC: neutral close; LC: lower close; LN: lower 
neutral; LD: lower distant, ND: neutral distant; UD: upper distant.
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1.5 Interpersonal Relating and Voices
Vaughan and Fowler (2004) applied Birtchnell’s relating theory to the study of voice 
hearing as a means of understanding the relationship between distress and the 
interpersonal relationship between voice hearer and voice. They adapted Birtchnell’s 
(1994 as cited in Vaughan and Fowler, 2004) Couples Relating to Each Other 
Questionnaire to assess the reciprocal relationship between voice hearer and voice in 
30 participants who had a variety o f psychiatric diagnoses.
The results of this study showed that Birtchnell’s concept o f negative relating could 
be applied to the relationship an individual has with their voice. The study found 
significant correlations between voice uppemess and distress and a distant style of 
hearer relating and distress (Vaughan & Fowler, 2004). A standard multiple 
regression established that voice uppemess and hearer distance were the only two 
variables that ‘uniquely contributed significantly to prediction of distress...’
(Vaughan & Fowler, 2004 pp. 149). The study also established that there was a 
tendency for malevolent distressing voices to relate to the voice hearer from a position 
of negative uppemess and for the voice hearer to relate to these voices from a position 
of negative distance. Vaughan and Fowler (2004) suggested that the tendency for a 
person to relate to a malevolent voice from a position of distance was consistent with 
Chadwick and Birchwood’s (1997) finding that people tended to resist malevolent 
voices. In addition, the study also showed that as distant relating increased so did 
distress suggesting that perhaps mood is negatively affected if attempts to resist the 
voice are not successful (Vaughan & Fowler, 2004).
The results of this study suggested that perception of the voice as omnipotent was not 
universal to all participants as had been found in other studies (e.g. Chadwick & 
Birchwood 1994) but was common. However, cognitive factors such as beliefs about 
the voice’s power did not have the strongest influence on the relationship between 
relating style and distress suggesting that it is the way in which the person perceives 
the voice to use its power rather than the perceived power of the voice that causes 
distress (Vaughan & Fowler, 2004). However, a limitation of this study is that it used 
the BAVQ, which only has one question about the voice’s power; if  they had used the
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BAVQ-R it is possible that they may have found a different relationship between 
power of the voice and distress.
Hayward (2003) has also applied Birtchnell’s concept of negative relating to the study 
of the voice hearing experience. This study compared the unidirectional relating of 
the person to their voice and others in their social world. The results of the study 
found a significant relationship between style of relating to the predominant voice and 
social relating, in terms of the positions of upperness, lowerness and closeness. 
However, no such relationship existed for the position o f distance suggesting that 
relating from a position of distance may be a ‘unique characteristic o f relating to the 
voice’ (Hayward, 2003 pp.378).
The study also suggested that participants tended to relate to their voices from a 
position of negative distance. In terms of Birtchnell’s relating theory this could be 
interpreted as the tendency of voice hearers to try to keep their voices at a safe 
distance (Hayward, 2003). Moreover, unlike the Vaughan and Fowler (2004) study 
relating to the voice from a position of distance was not associated with increased 
distress. The study also suggested a relationship between voice identity and content 
and variations in relating style, with incognito voices and voices with more negative 
content being related to from a position of greater distance than voices with a known 
or familiar identity, or less negative content (Hayward, 2003).
Hayward (2003) proposed a model of relating to the voice in which a person’s 
experience, both past and present, of interpersonal contact contributes to the 
development o f interpersonal schemata which are activated in relation to the voice. 
The model goes on to suggest that voices that are identifiable, for example, because 
they are aligned with a person in the hearer’s social world, will result in the activation 
of schemata that have been influenced by the hearer’s previous experience o f relating 
to that person. Therefore, people who lack versatility in their styles of relating may 
relate negatively to their voice using the relating style (e.g. distance) that they had 
used “successfully” in the past. In contrast voices that are unidentified may require 
the voice hearer to infer intent based on voice content. Consequently, if the voice 
content is generally negative the interpersonal schemata that are activated may ‘guide
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behaviour towards attempts at keeping a safe distance from a voice perceived as 
dominant and bullying’ (Hayward, 2003 pp.380).
The findings o f this study have implications for treatment, suggesting two approaches 
that could be utilised to reduce the distress experienced as a result of voice hearing. 
Firstly, as relationships with voices appear to mirror social relationships intervention 
could be directed at the person’s style of social relating as described by Birchwood et 
al. (2002). This could include the development of assertiveness skills, or improving 
problem solving skills. An alternative approach to intervention could focus more 
directly on the relationship with the voice. This could include the use of Birtchnell’s 
(2002) relating therapy to improve the person’s awareness of their negative relating 
styles; improved awareness may also make it possible to modify such relating styles 
(Hayward, 2003).
1.6 Assessment of the Voice Hearing Experience
As a result of the development of the theories outlined above a number of measures 
designed to assess a person’s relationship with their voices have been developed. As 
well as being used in research settings such measures have clinical implications as 
they can be used to guide formulation in clinical practice.
The first step in psychological intervention is assessment, and both the initial 
assessment and the formulation that is developed as a result of the assessment are 
extremely important (Haddock & Tarrier, 1998). According to Morrison et al. (2004) 
case formulations ‘guide clinicians understanding o f patients’ difficulties and distress, 
help the patient to form an alternative understanding o f their problems and guide the 
choice of intervention strategies’ (pp.68)
In addition, clinical case formulation has an important role in helping clients engage 
with therapy as it provides a model for understanding the link between therapy and 
the person’s difficulties, without which individuals might find it difficult to see how 
therapy would be able to help them (Morrison et a l, 2004). Moreover, when working 
with people who hear voices formulation can be a helpful tool in relapse prevention as
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it is able to provide a model for understanding an individual’s ‘vulnerabilities and the 
factors that are maintaining their symptomatology’ (pp.74), which enables people to 
identify circumstances that may cause difficulties for them in the future (Morrison et 
a l, 2004).
The importance o f assessment and formulation to the therapeutic process highlights 
the need for effective assessment tools that can be used in psychological therapy with 
voice hearers. However, until recently the majority of assessment tools that have 
been developed for use with psychosis have been designed for the purpose of 
diagnostic assessment and thus assess dimensions such as the presence or absence of 
symptoms (e.g. the Brief Psychiatric Rating Scale -  BPRS; Overall & Gorham, 1962 
as cited in Burger et a l,  2000) or the severity of individual symptoms (e.g. the 
Positive and Negative Syndrome Scale -  PANSS, Kay et a l,  1987). Consequently, 
such tools tend not to provide the level of information required to aid in the 
development of a psychological formulation (Haddock & Tarrier, 1998). More 
recently, however, assessment tools have been developed that can aid this process. In 
particular, tools that assess the relationship between voice hearer and voice have 
begun to be developed.
1.6.1 Assessment Tools Developed from  the Cognitive Model o f  Voices 
Chadwick and Birchwood’s (1994) cognitive model of voices has led to the 
development o f a number of assessment tools to measure the relationship between 
voice hearer and voice in terms of malevolence, benevolence and omnipotence. The 
Cognitive Assessment of Voices (CAV; Chadwick & Birchwood, 1994) is a semi­
structured interview that has been used in research settings. The interview asks 
individuals questions about the voice content, their affective and behavioural 
responses to the voice as well as questions regarding beliefs about the power and 
identity o f the voice. Information regarding the reliability and validity of the 
interview schedule is limited, with only one study (Close & Garety, 1998) assessing 
the reliability o f the schedule In their study Close and Garety (1998) grouped 
information elicited as a result of the interview into a number of categories (e.g. 
beliefs about the voice’s purpose, beliefs about the voice’s identity) and used kappa
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scores to assess the inter-rater and test re-test reliability. The results of this study 
showed that for all categories except one (events attributed to voice) the kappa scores 
indicated ‘substantial to perfect inter-rater reliability’ (Close & Garety, 1998 pp. 180). 
The study assessed test-retest reliability over a one-week period and found that 69% 
of the categories were almost perfect to perfect. As a result of this study Close and 
Garety (1998) concluded that the CAV is a reliable tool in terms of both inter-rater 
and test-retest reliability. However, the study did not provide a psychometric 
assessment o f the validity of the CAV.
The Beliefs About Voices Questionnaire (BAVQ; Chadwick & Birchwood, 1995) 
was developed in order to assess the ‘reliability and validity o f the concepts of 
malevolence, benevolence, resistance and engagement’ (pp.773). The BAVQ is a 30- 
item questionnaire that assesses behavioural, affective and cognitive reactions to 
voices. Chadwick and Birchwood (1995) assessed the psychometric properties of the 
BAVQ and concluded that it had good test-retest reliability and internal reliability. 
However, the BAVQ lacked sensitivity, as participants were only able to answer yes 
or no to each item. In addition, only one item on the questionnaire measured 
omnipotence despite the research evidence that voice omnipotence was an important 
aspect of the cognitive model (Chadwick, et a l, 2000). Consequently, the Beliefs 
About Voices Questionnaire-Revised (BAVQ-R; Chadwick, et a l, 2000) was 
developed. This measure is a 35-item questionnaire that assesses a person’s beliefs 
about their voices as well as their behavioural and affective responses to them. The 
measure has five subscales; three of which measure beliefs about voices: 
malevolence, omnipotence, and benevolence. The remaining two subscales 
(resistance and engagement) measure affective and behavioural responses to voices 
(Chadwick, et a l, 2000). The results of the psychometric analysis of the measure 
showed that it had good internal consistency and validity (Chadwick, et a l, 2000). 
However, a significant limitation of all these measures is their extensive focus on the 
dimension of power in the relationship, to the exclusion of other relevant relational 
concepts; this is also true of measures that were designed to assess an individual’s 
relationship with their voice in studies that applied social ranking theory.
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1.6.2 Assessment Tools Developedfrom the Application o f Birtchnell’s Relating 
Theory to the Experience o f Hearing Voices.
The Couples Relating to Each Other Questionnaire (Birtchnell, 1994 as cited in 
Vaughan & Fowler, 2004) is a questionnaire for assessing the relationship between 
two people, which was adapted by Vaughan and Fowler (2004) to create two 
questionnaires for measuring negative relating between voice hearer and their voice; 
The Voice to Hearer (VTH) and the Hearer to Voice Questionnaires (HTV). Each 
questionnaire consists of 40 statements and respondents use a 4-point scale to indicate 
how much each statement applies to them. Total scores are then calculated for each 
subscale providing scores for uppemess, lowemess, closeness and distance, with 
higher scores indicating an increased ‘tendency to relate from that position in relation 
to the other’ (Vaughan & Fowler, 2004 pp. 146). Analysis of the internal consistency 
o f these two questionnaires indicated that the subscales of the Hearer to Voice 
Questionnaire had acceptable intemal reliability. However, two of the subscales of 
the Voice to Hearer Questionnaire produced low Cronbach’s alpha scores suggesting 
that their reliability was poor.
A further study by Hayward et al. (2005) established that three o f the eight subscales 
of the HTV and VTH lacked internal consistency and were not reliable.
Consequently, these three subscales were removed and the remaining five were 
analysed further. Item refinement and correlational analysis demonstrated that within 
the HTV the two subscales of closeness and lowemess were measuring similar 
constructs and therefore these two subscales were combined resulting in a new 
subscale measuring hearer dependence in relation to the voice. This decision to 
combine the two scales was based on Birtchnell’s (1992) description of the concept of 
dependence as a combination of a fear o f being alone (negative closeness) and 
relating from a position of weakness or inferiority (negative lowemess).
Consequently, a new questionnaire (The Voice and You; VAY) was developed that 
assessed the reciprocal relationship between voice hearer and voice, providing scores 
on the three remaining subscales; voice dominance (uppemess), voice intrusiveness 
(closeness), hearer distance and the new subscale of hearer dependence. The VAY is 
a 28-item questionnaire and respondents use a four-point Likert scale to indicate how
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much each statement applies to them. The total score for each subscale represents a 
score for the particular style of relating with higher scores reflecting a greater degree 
o f negative relating from the specified position. The psychometric properties of this 
scale were assessed in a study by Hayward et al. (2005), which established that it had 
acceptable internal reliability as well as test re-test reliability and concurrent validity. 
However, as the questionnaire is a self-report measure it is unable to provide detailed 
information to aid the development of a psychological formulation.
1.7 The Current Investigation
Research into voice hearing has demonstrated that the behavioural and affective 
responses to the experience are mediated by a range o f factors including beliefs about 
voices and core beliefs about the self (Chadwick & Birchwood, 1994; Close & 
Garety, 1998). As a result o f such research assessment measures that assess a 
person’s beliefs about their voice’s identity and power (e.g. CAV; Chadwick & 
Birchwood, 1994; BAVQ-R; Chadwick, et a l, 2000) have been developed.
Moreover, a number of research studies have highlighted the importance of 
considering the relationship between voice hearer and voice (e.g. Benjamin, 1989; 
Vaughan & Fowler, 2004). Such studies have led to the application of relating 
theory (Birtchnell, 1996, 2002) to the experience of hearing voices. Studies in this 
area have established that Birtchnell’s (1996) concept of negative relating can be 
applied to a person’s relationship with their voice (Vaughan & Fowler, 2004). In 
addition, it has been shown that people use similar styles of relating with both their 
voices and others in their social world, and the distress experienced by the voice 
hearer can be mediated by relating variables (Hayward, 2003).
As a result o f such research new ways of working with people who are distressed by 
the voice hearing experience have been developed. For example, Chadwick and 
Birchwood (1994) have developed interventions based on their cognitive model of 
voices. In addition, the possibility of applying relating therapy to work with voices is 
currently being explored in a trial of individual therapy (Hayward 2005, personal
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communication), using assertiveness training and empty chair work aimed at 
developing more positive and less extreme styles of relating.
Assessment and formulation are vital to psychological intervention and research into 
the relationship between voice hearer and voice suggest that such an assessment may 
be assisted by the ‘detailed consideration of the sort o f relationship that exists 
between the client and their voice’ (Vaughan & Fowler, 2004 pp. 151). The self- 
report measures developed by Vaughan and Fowler (2004) are designed to assess the 
reciprocal nature of the relationship between voice hearer and voice, although there 
are issues concerning their reliability. These difficulties have been overcome by the 
development of the VAY which has been demonstrated to have acceptable levels of 
reliability and validity (Hayward et a l, 2005). However, it could still be argued that 
as a self-report measure it is not able to provide a detailed understanding of the 
relationship that exists. Moreover, it is primarily an outcome measure rather than an 
assessment tool that can aid formulation. Ritsher et a l  (2004) suggest that assessment 
‘may be an intervention in itself as it encourages clients to reflect on their 
experiences, [and] can help to establish the therapeutic alliance...’ (pp.223). 
Consequently, the development of a more detailed assessment measure that can help 
to provide more detailed information and aid engagement between client and therapist 
may be helpful. A semi-structured interview schedule would be able to provide richer 
data about the relationship between voice hearer and their voice, and add significantly 
to the case formulation of the voice hearing experience. In addition, it has been 
suggested that improved awareness of the relating style that exists between voice 
hearer and voice may in itself be beneficial (Hayward, 2003). Therefore, an interview 
which enables the voice hearer to give detailed consideration to the reciprocal nature 
of the relationship between themselves and their voice may help to raise their 
awareness of their relating styles. The aim of the current study is therefore to develop 
a semi-structured interview schedule that could be used to aid understanding and 
formulation when working with people who hear voices.
However, an additional exploratory analysis will also be made of differences in 
relating styles between voice hearers who are in contact with mental health services 
and those who are not. As discussed earlier in section 1.1 the experience of hearing
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voices is present in community samples who do not seek help, and a number of 
research studies have established that non-clinical voice hearers are more likely to 
view the voice hearing experience as positive, and experience less distress than voice 
hearers who use mental health services (e.g. Honig et a l, 1998). This suggests that 
the experience of hearing voices in itself does not have to be distressing (Birchwood 
et a l, 2004) and if  research can help to improve understanding of the differences that 
exist between clinical and non-clinical voice hearers this might, in turn, provide a 
better understanding of the factors that are associated with distress. This would have 
important clinical implications as reduction of distress is the main goal of therapy 
when working with people who hear voices.
One area of difference that may exist between voice hearers who are in contact with 
mental health services and those who are not is the nature of the relationship between 
the voice hearer and the voice. Vaughan and Fowler (2004) established that this 
relationship mediates the distress experienced by clinical voice hearers, with negative 
voice upperness and negative hearer distance being significantly associated with 
distress. Given that non-clinical voice hearers experience less distress and research 
has also shown that they tend to receive more social support (Romme & Escher,
1989) it seems reasonable to question whether they are more competent (or versatile) 
relators and are therefore able to relate to their voices in less maladaptive ways; 
perhaps they are more likely to use, and perceive, positive styles of relating with their 
voice, rather than negative styles. However, no previous studies have investigated 
whether non-clinical voice hearers have different relationships with their voices than 
clinical voice hearers. Consequently, this study will also use data obtained from the 
administration of the interview schedule to conduct a preliminary exploration of the 
differences in the relating styles of participants from the clinical and non-clinical 
samples.
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1.8 Objectives
Objective 1
Development o f a semi-structured clinical interview schedule to act as a clinical tool 
when assessing a person’s relationship with their voice(s).
Objective 2
To determine the psychometric properties of the interview schedule through the 
calculation of inter-rater reliability, test re-test reliability and concurrent validity.
Hypothesis 2.1
Inter-rater reliability will he demonstrated by a kappa coefficient of>  0.4 
Hypothesis 2.2
Test re-test reliability will be demonstrated by a kappa coefficient of>  0.4 
Hypothesis 2.3
Concurrent Validity will be demonstrated by differences between VAY scores fo r  a 
specific style o f  relating when participants are grouped according to whether they 
scored “yes ” or “no ’’fo r  the corresponding style o f  relating on the interview 
schedule.
Hypothesis 2.4
Concurrent Validity will be demonstrated by higher ratings o f  distress fo r  
participants who perceive their voice as relating to them from  a position o f  
dominance.
Hypothesis 2.5
Concurrent Validity will be demonstrated by higher ratings o f  distress fo r  participant 
who relate to their voice from a position dependence.
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Objective 3
To explore differences in relating styles between voice hearers who are in contact 
with mental health services and those who are not.
Hypothesis 3.1
Clinical participants will be more likely to use, and perceive, negative styles o f  
relating with their voice than non-clinicalparticipants.
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Method
2.1 Design and Participants
2.1.1 Design
A quantitative case series design was used. The reliability o f the interview schedule 
was investigated using a cross-sectional correlational design to test the inter-rater and 
test re-test reliability o f the interview. The validity of the interview schedule was 
investigated using a between-subjects cross-sectional design. Additional exploration 
of the relating styles of clinical and non-clinical voice hearers also utilised a between 
subjects cross-sectional design.
2.1.2 Participants
In total 50 people who hear voices participated in the study o f these 32 were in 
contact with mental health services (the clinical sample) and 18 were not currently in 
contact with mental health services (the non-clinical sample). Individuals who 
participated in the study came from a combination of urban and rural locations. The 
study did not have funding to access resources such as interpreters, and therefore 
participants were required to speak English to a level that enabled them to take part in 
the interview and complete the questionnaires.
Clinical Sample
Sixty-two clinical participants from community mental health services across three 
NHS trusts in the South East of England were approached to take part in the study and 
of these 44 initially agreed to participate. Eighteen people declined to participate and 
12 people decided to withdraw from the study prior to participating, giving a response 
rate of 51% and a final sample size of 32.
Participants were recruited from a range of secondary- and tertiary- community 
mental health services, including Community Mental Health Teams, Assertive 
Outreach Teams, Rehabilitation Teams, Therapeutic Groups and an article in the 
‘Sussex Voice’ a newsletter for people who hear voices. Partieipants in this sample
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were also recruited from hearing voiees groups and a residential service. Details of 
the number of participants that were recruited from each service are shown in table 1 
below.
Table 1. Numbers of participants recruited from each service.
Recruited from where? Number of 
Participants
Percentage
Community Mental Health Team 
(CMHT)
5 15.6
Assertive Outreach Team (ACT) 1 3.1
Rehabilitation Services 5 15.6
Hearing Voices Group 8 25.0
Therapeutic Group 9 28.1
Sussex Voice 2 6.3
Residential Service 2 6.3
All participants had been hearing voices for a minimum of six months, irrespective of 
diagnosis. Individuals who had a primary diagnosis of organic psychosis or drug- 
induced psychosis were excluded from the study because o f potential differences in 
phenomenology (Ingram, 1985). Of the total sample, 19 participants (59.4%) were 
male and 13 (40.6%) were female, with a mean age of 38.63 (SD=9.30). The majority 
of participants had a primary diagnosis of schizophrenia (62.5%). The remaining 
participants had diagnoses of schizoaffective disorder (12.5%), psychotic depression 
(12.5%) and bipolar disorder (3.1%). A further 6.3% of participants did not know 
their current diagnosis. Duration of voice hearing experiences ranged from 2 to 43 
years, with a mean of 17.06(SD= 10.69). Details regarding medication were obtained 
for 31 of the participants all whom were taking antipsychotic medication. The
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majority of participants were taking antipsychotic medication. Thirty-one (96.9%) 
participants described their ethnicity as white British and the ethnicity of one 
participant was not recorded.
Non-Clinical Sample
Twenty-seven non-clinical participants initially expressed an interest in taking part in 
the study and of these nine people decided not to take part after receiving further 
information, giving a response rate of 66.66% and a final sample size of 18.
Participants were recruited from a variety of sources including an article in the 
national press, a hearing voices conference aimed at mental health professionals, 
voice hearers and carers, and an article in psychic world, a national paper for 
members of the spiritualist eommunity. Details of the numbers of participants 
recruited from each source are shown in table 2 below.
Table 2. Number o f participants recruited from each source.
Recruited from where? Number of Participants Percentage
Hearing voices eonference 4 23.5
Times article 8 47.1
Psychic World article 6 333
All participants had been hearing voices for a minimum of six months and were not 
currently in contact with mental health services as a consequence o f their experience 
of hearing voices. One participant had been in contact with mental health services in 
the past and had a diagnosis of schizophrenia, however, at the time o f the research 
they were no longer in contact with mental health services and because of the 
difficulties in obtaining a non-clinical sample of voice hearers it was decided to 
include them in the study. O f the sample six participants were male (35.3%) and 12 
were female (66.7%), with a mean age of 54.28 (SD=13.15). Duration o f voice 
hearing ranged from 3 to 64 years, with a mean of 30.89 (SD=17.75). Sixteen 
participants (88.9%) described their ethnicity as “white British”, one participant
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(5.6%) described their ethnicity as “any other mixed background” and one participant 
(5.6%) described their ethnicity as “Caribbean”
2.2 Measures
This study was condueted in collaboration with two other trainee clinical 
psychologists, who worked together as a research team, such that each member of the 
research team administered all the measures used in the overall study but only used 
certain measures for each of their specific research projects. It was hoped that 
adopting a collaborative approach would assist in the recruitment of a larger sample 
as recruiting research participants from this client group can be particularly difficult. 
Consequently, each participant was interviewed using the interview schedule 
developed for this study. In addition, the Voice and You (VAY) questionnaire 
(Hayward, et a l, 2005), the Psychotic Symptoms Rating Scale -  auditory 
hallucinations scale (PSYRATS; Haddock, et a l, 1999), the Beck Depression 
Inventory (BDI-II; Beck, et a l, 1996), the You and Others (YAO) questionnaire 
(Phillips & Hayward, 2005) and the Beliefs About Voices Questionnaire -  Revised 
(BAVQ-R; Chadwick, et a l,  2000) were administered (copies of the measures used 
are included in Appendix A).
2.2.1 The Voice Relating Interview Schedule
The Voice Relating Interview is a semi-structured interview schedule that was 
designed for this study and assesses the reciprocal relationship between an individual 
and their predominant voice in terms of four main areas of negative relating.
Development of the Interview Schedule
Initial generation of the content of the interview was based on literature concerning 
Birtchnell’s (1996; 2002) theory of relating and his primary positions of relatedness, 
as well as already existing measures of auditory hallucinations (e.g. the CAV and 
BAVQ-R) and measures of relating between an individual and their voice (VAY). It 
was decided to concentrate on four positions of negative relating; two describing the 
voice hearer’s style of relating to the voice and two describing the voice’s style of 
relating to the voice hearer, as these were measured by the subscales of the VAY and
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had been shown to be most clinically relevant to people’s experiences of hearing 
voices (Vaughan & Fowler, 2004; Hayward, 2003).
The two domains of voice relating were negative voice dominance and negative voice 
intrusiveness; these correspond to the states of relating termed uppemess and 
closeness in Birtchnell’s (1996; 2002) theory. The two domains o f hearer relating 
were negative hearer dependence, which corresponds to the states of relating termed 
lowemess and closeness in Birtchnell’s (1996; 2002) theory, and negative distance, 
which corresponds to the state o f relating termed distance in Birtchnell’s (1996;2002) 
theory.
After a series of questions had been generated the interview was then given to the 
other members of the research team and two clinical psychologists acting as field 
supervisors for the research. Following comments from these individuals’ items were 
refined and adapted. When developing an instrument it is important that it is 
‘acceptable to the population for whom it was designed’ (Carter et al., 1995 pp.l61). 
If  people who hear voices find the schedule unhelpful or unacceptable it will not be a 
useful or helpful tool. In order to achieve this criteria input was sought from a 
colleague from the service user movement who had personal experience of hearing 
voices.
It was not possible to conduct a formal pilot of the interview beeause of time 
constraints and the difficulties involved in recruiting clinical participants. However, it 
was decided that at initial interviews researchers would explain that the interview was 
a new tool being developed and request feedback, in an attempt to ascertain if  there 
were any significant problems with it.
In order to establish the psychometric properties of the interview schedule it was 
necessary to develop a scoring system. As it was hoped the interview could be a 
useful tool in understanding and formulating an individual’s voice hearing experience 
within a relational perspective it was felt important that the questions in the interview 
remain as open as possible in order to elicit descriptive information about the quality 
of the relationship, as this would be more useful when developing a formulation than
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a ‘score’. In addition, the VAY already provides a more quantitative measure of the 
relationship between voiee hearer and voice for these four areas of relatedness. 
Consequently, a categorical scoring system was developed for the purpose of 
assessing the psychometric properties of the interview, where interviewers could 
decide on the basis of the information supplied which, if any, of the four areas of 
relatedness applied to the individual’s relationship with their voice. Initially, it was 
not clear whether it would be more appropriate for the scoring key to be based on two 
categories; ‘yes’ and ‘no’, or whether it would be necessary to include a ‘don’t know’ 
or ‘unsure’ option. However, it was decided to pilot a scoring key with just two 
options and the first two or three interviews conducted by each interviewer were 
scored in this manner. Feedback was then sought from the interviewers as to whether 
responses they had received from participants could be assigned to one of these two 
categories or whether a third category was needed. This showed that none of the 
researchers had encountered difficulties in using the scoring key and so it was decided 
to continue with this approach to scoring the interview.
2.2.2 The Voice and You (VAY)
The VAY was developed from two pre-existing scales: the Hearer to Voice (HTV) 
and the Voice to Hearer (VTH), which were developed by Vaughan and Fowler
(2004) as an adaptation of the Couple’s Relating to Each Other Questionnaire 
(CREOQ; Birtchnell, 1994 as cited in Vaughan and Fowler, 2004). The HTV and the 
VTH each consist of 40 items designed to assess Birtchnell’s four primary positions 
of relatedness; uppemess, lowemess, distance and closeness. The scales were 
designed to assess the relationship between an individual and their predominant voice 
and assess the style of relating of both the voice and the voice hearer and therefore 
account for the reciprocal nature of relating between the voice hearer and their voice. 
Each item is scored on a four-point scale from 0 (mostly no) to 3 (mostly yes).
However, a study by Hayward et a l  (2005) established that three of the eight 
subscales of the HTV and VTH lacked intemal consistency and were not reliable. 
Consequently, these three subscales were removed and the remaining five were 
analysed further. Item refinement and correlational analysis demonstrated that within
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the HTV the two subscales of closeness and lowemess were measuring similar 
constructs and therefore these two subscales were combined resulting in a new 
subscale measuring hearer dependence on the voice.
As a result, the VAY has 28 items providing scores on four subscales; voice 
dominance, (corresponding to the state of relatedness termed uppemess .in Birtchnell’s 
theory), hearer dependence, voice intrusiveness, (corresponding to the state of 
relatedness termed closeness in Birtchnell’s theory), and hearer distance. Item 
responses are rated on a four-point Likert scale (0-rarely true, I-sometimes true, 2- 
quite often true, 3-nearly always true) and the total seore for each scale represents a 
score for the particular style of relating with higher scores reflecting a greater degree 
of negative relating from the specified position. The psychometric properties of the 
VAY have been assessed in a study by Hayward et al. (2005), which established that 
it had good intemal reliability, with acceptable Cronbach’s alpha scores for each 
subscale (Voice Dominance a=.92; Voice Intrusiveness a=.87; Hearer Dependence 
a=.8I; Hearer Distance a=.80). The study also established that the VAY had good 
test re-test reliability and concurrent validity with subseales of the BAVQ-R and 
PSYRATS (Hayward et al., 2005).
2.2.3 The Psychotic Symptoms Rating Scale (PSYRATS: Auditory hallucinations 
scale-AHRS)
The PSYRATS assess an individual’s experiences of hallucinations and delusions 
across two separate subscales (Haddock, et a l,  1999). Information about participants’ 
beliefs about delusional beliefs was not required for the current study and therefore 
only the auditory hallucination sub scale was administered. The AHRS consists of 11 
items, which assess specific traits of the voice including its location, duration, 
frequency and volume as well as the amount of distress eaused by the voice, the 
amount and degree of negative content and its perceived eontrollability. Items are 
presented using a multiple ehoice format for the rater and scored on a five-point 
Likert scale (0-4). Haddock et al. (1999) have established that the PSYRATS has 
good inter-rater reliability with reliability coefficients ranging from .79 to 1.0.
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2.2.4 The Beck Depression Inventory -  II (BDI-II)
The BDI-II is a 21-item questionnaire designed to assess the severity of depression in 
adults and adolescents (Beck, et al., 1996). It is a well-established tool with good 
reliability and validity (Beck et al., 1996).
2.2.5 The You and Others Questionnaire
The YAO is a self-report measure that assesses negative relating between an 
individual and others in their social world. It was developed from two pre-existing 
questionnaires; Couple’s Relating to Each Other Questionnaire (CREOQ; Birtchnell, 
1994 as cited in Vaughan and Fowler, 2004) and The Persons Relating to Others 
Questionnaire (PR0Q2; Birtchnell & Evans, 2004). It consists of 28-items providing 
scores on three subscales; dominance, intrusiveness and distance. Item responses are 
rated on a 4-point Likert scale (0-rarely true, 1-sometimes true, 2-quite often true, 3- 
nearly always true). The total score for each scale represents a seore for that 
particular style of relating with higher scores representing a greater degree of negative 
relating from the specified position.
A pilot o f the YAO, involving 96 participants, established that it has good intemal 
reliability, with Cronbach’s alpha scores ranging from 0.72 to 0.85 for each subscale. 
It also has good test re-test reliability and a principal components analysis established 
the construct validity of the three subscales (Phillips & Hayward, 2005).
2.2.6 The Beliefs About Voices Questionnaire -  Revised (BAVQ-R)
The BAVQ-R (Chadwick, et al., 2000) is a 3 5-item questionnaire providing scores on 
five subscales: three are concemed with beliefs about the dominant voiee 
(malevolence, benevolence and omnipotence) and two are concemed with emotional 
and behavioural reactions (resistance and engagement). Each item is rated on a 4- 
point scale (0-disagree, 1-unsure, 2-agree slightly, 3-agree strongly). Chadwick et al. 
(2000) have established that the BAVQ-R has good internal reliability, with 
Cronbach’s alpha ranging from .74- .88 for the 5 subscales. The scale also has good 
construct validity (Chadwick et al., 2000).
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2.3 Procedure
Approval for the projeet was obtained from the NHS Research ethics committee 
allocated to assess the project, local research ethics committees for site-specific 
assessment, the University of Surrey’s Advisory Committee on Ethics and the 
relevant NHS Research and Development committees. Documentation regarding the 
process of obtaining ethical approval can be found in Appendix B. Appendix C 
contains participant information sheets and consent forms.
In order to maintain confidentiality a coding system was developed so that 
participants could not be identified and data were stored in anonymised format on a 
password protected computer in accordance with the 1993 Data Protection Act.
2.3.1 Clinical Sample
Clinical participants were recruited to the study through various mental health teams. 
Information regarding the research study was provided to mental health teams by the 
field supervisor working in the relevant NHS trust or by presentations by members of 
the research team. Potential participants were then identified and initially approached 
by their care coordinator, key worker, or other team members they worked with. If 
they expressed an interest in taking part in the study their details were passed on to the 
researcher who contacted them, confirmed their interest and provided them with a 
participant information sheet. Once potential participants were provided with the 
information sheet a minimum of 48 hours passed before the researcher contacted them 
again. At this point participants were contacted again and asked if they wished to take 
part in the study or not. The researcher then arranged to meet with those who agreed 
to take part in the study at a mutually convenient time and location. At this meeting 
the researcher obtained informed written consent from the participant, in accordance 
with ethical stipulations. During this process the implications of taking part in the 
study and the participant’s right to withdraw from the study at any time was 
explained.
It was not expected that taking part in the research would cause participants distress. 
However, it was possible that participants may experience an increase in voice
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activity following talking about them and it was acknowledged that this had the 
potential to cause distress for some people. Consequently, prior to conducting the 
interview an individual distress plan was drawn up with each participant, highlighting 
support they could access if the process of taking part in the researeh caused them any 
distress. Once this had been discussed the participant took part in the semi-structured 
interview, and following this the PSYRATS, VAY, BAVQ-R, YAO and BDI-II were 
administered and this order of presentation was maintained throughout the study. 
These questionnaires were completed with the researcher present in case the 
participant found the experience distressing in someway or had queries about the 
questions. If  necessary, the assessment was conducted over two appointments, 
however, the majority of participants completed the assessment in one session.
A small number o f interviews were tape recorded, in order to assess the inter-rater 
reliability of the interview schedule. During the process of obtaining informed 
consent participants were asked if they would consent to the interview being recorded, 
the purpose of the recording was explained and it was highlighted to participants that 
they could refuse to be taped without having to withdraw from the study. A small 
number of interviews were also repeated, in order to assess test-retest reliability, once 
again consent for this was sought during the process of obtaining informed consent 
and it was highlighted to participants that they could still take part in the study if  they 
declined to be re-interviewed.
2.3.2 Non-Clinical Sample
Non clinical participants were recruited to the study through a conference and articles 
in the media. Information regarding the study was presented at the conference and in 
the articles and the contact details of the lead researcher were also provided. Potential 
participants who contacted the lead researcher were then provided with more 
information regarding the study and if still interested were provided with a participant 
information sheet. Once potential participants were provided with the information 
sheet a minimum of 48 hours passed before the researcher contacted them again. At 
this point participants were contacted again and asked if they wished to take part in 
the study or not.
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Once a potential participant had agreed to take part in the study arrangements were 
made to conduct the assessment. In general this involved a face-to-face meeting 
between researcher and participant, following the same procedure as used with 
participants from the clinical sample. However, seven interviews (38.9%) were 
conducted on the telephone because participants were located outside of the 
geographical area that could be covered by the researchers. When assessments were 
conducted via telephone participants were posted copies o f the consent form along 
with a démographie sheet and copies of the interview schedule and all questionnaires. 
Once the researcher had received a signed copy o f the consent form the participant 
was contacted again and arrangements were made to telephone the participant to 
conduct the assessment.
At the beginning o f the conversation the implications of taking part in the study and 
the participant’s right to withdraw from the study at any time was explained. An 
individual distress plan was drawn up with each participant at the beginning o f the 
conversation highlighting support they could access if the process o f taking part in the 
research caused them any distress. Following this the participant completed the 
interview with the researcher and then completed the questionnaires using the same 
order of presentation as used with the clinical sample. The individual’s mood and 
willingness to continue was informally monitored throughout the session and if 
necessary the assessment was conducted over two sessions.
2.4 Data Analysis
2.4.1 Power Analysis
Previous studies that have examined the relationship between style of relating and 
distress produced large effect sizes. For example, Vaughan and Fowler’s (2004) 
study produced a correlation of r=.77 between voice uppemess on the VTH and 
distress, which is larger than the convention of 0.5 for a large effect size set by Cohen 
(1988). Using these results to predict a large effect size a priori power analysis 
suggested that with a power of .80, an effect size of .80 and an alpha of .05 a
186
MAJOR RESEARCH PROJECT
minimum sample size of 52 would be required, using a 2-tailed t-test (G*Power, 
Erdfelder e / n r / . ,  1996).
Post hoc power analysis was conducted on the results of a two-tailed t-test, comparing 
voice dominance as determined by the semi-structured interview schedule and the 
dominance subscale of the VAY as calculated to establish concurrent validity of the 
interview schedule. This produced an effect size d=2.23 and a power=.95 with an 
alpha of .001. A further post hoc power analysis on the results o f a two-tailed t-test 
comparing hearer distance as determined by the semi-structured interview schedule 
and the distance scale of the VAY produced an effect size d=1.87 and a power o f .84 
with an alpha of .001. This suggests that the analysis of the validity o f the interview 
schedule based on comparison with the subscales of the VAY had sufficient power to 
minimise the risk of making a type II error for the clinieal sample in this study. 
Appendix D contains the results of the power analyses.
2.4.2 Analyses
Data were analysed using the Statistical Package for Social Sciences (SPSS Inc., 
Chicago) for Windows (version 11.5.1). The data was initially screened for normality 
using the Kolmogorov-Smimov test (Green & Salkind, 2003), which requires a value 
of p=.05 or greater to ensure the data is normally distributed. This preliminary testing 
showed that for the clinical sample data from the voice intrusiveness (p=.078) and 
hearer dependence (p=.083) subscales of the VAY were normally distributed. All 
other data was not normally distributed and was therefore subject to transformation 
(Tabachnick & Fidell, 1996). Following reflect and square root transformations the 
data from the dominance (p=.200) and distance (p=.166) subscales o f the VAY were 
no longer skewed.
Median substitution was used to replace data in situations where only one data point 
was missing from a scale of one of the measures. However, if  more than one data 
point was missing substitution was not used. Consequently, the hearer distance 
subscale of the VAY for one clinical participant was not used, and the voice 
intrusiveness subscale of the VAY was not used for one non-elinical participant as 
both these subscales had several data points missing.
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Results
3.1 Overview
The small size of the non-clinical sample used in this study means that there is an 
increased risk of a type II error and the results of the analyses of data from this sample 
should therefore be interpreted with caution.
A number o f different aspects o f the data will be considered. Firstly, there will be a 
description of the participants who took part in the study, including data obtained 
from the semi-structured interview schedule about the voiee hearing experience and 
relating style. Where possible this data will be considered in relation to previous 
studies. Secondly, data assessing the reliability and validity o f the interview schedule 
will be considered. This will use data from the clinical sample only, as the aim of 
developing the interview schedule was to produce a useful clinical tool that could be 
used to guide case formulation. Finally, there will be a comparison o f the relating 
styles between the clinical and non-clinical samples.
3.2 Sample Demographics
A total o f 50 individuals participated in this study; the clinical sample consisted of 32 
individuals and the non-clinical sample consisted o f 18 individuals.
3.2.1 Clinical Sample
The participants in this sample consisted of 19 men (59.4%) and 13 women (40.6%). 
The participants’ ages ranged from 19 to 57, with a mean age o f 38.63 (SD=9.30). 
Duration of voice hearing ranged from 2 to 43 years (M=17.06, SD=10.69). Twenty- 
seven participants had previously been admitted to hospital, with the number of 
admissions ranging from 1 to 14 (M=5.26, SD=3.69). Comparison with previous 
research suggests that the mean age of participants in this sample was similar to that 
o f other studies (e.g. Hayward, 2003; Close & Garety, 1998). The duration of voice 
hearing for this sample was also similar to that of the Hayward’s (2003) study 
(M=12.59, SD=8.30), as was the ratio of male to female participants.
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3.2.2 Non Clinical Sample
The participants in this sample consisted of six men (33.3%) and 12 women (66.7%). 
The participants’ ages ranged from 29 to 78, with a mean age of 54.28 (SD=13.54). 
Duration of voice hearing ranged from 3 to 64 years (M=30.89, SD=17.75). 
Comparison with previous research suggests that the mean age of participants in this 
study was similar to that found in the Honig et al. (1998) study (M=56, SD=11).
3.3 Description of the Voices
3.3.1 Clinical Sample
Participant’s knowledge regarding the identity o f their voiees was assessed using the 
Voice Relating Interview developed for this study. Twenty-two (68.8%) of the voices 
were male and 8 (25%) were female. Only two participants were unable to ascertain 
the gender of their voice. The majority (53.1%) o f voices were aligned to someone in 
the hearer’s social world. However, incognito voices that were only identifiable by 
content and gender were also frequently reported (34.4%). There were also a small 
number (12.5%) o f voices that were identified as supernatural (e.g. God, the devil or 
spirits). These findings are similar to those of Vaughan and Fowler (2004) who found 
that 43.3% of voices were personified, 36.7% were incognito and 13.3% were 
supernatural.
The frequency with which participant’s heard voices varied, with 14 participants 
(43.8%) hearing their voices continuously and 10 (31.3%) hearing them at least once 
a day. Similarly the length of time for which participants heard their voices also 
varied, with 11 participants (34.4%) hearing their voices for hours at a time and 
another 12 participants (37.5%) hearing their voices for several minutes at a time.
Voice content appeared to be generally negative with 15 (46.9%) participants 
describing all o f their voice content as unpleasant or negative and ten participants 
(31.3%) describing the majority of the voice content as unpleasant or negative. The 
majority o f participants experienced distress associated with the voiee hearing
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experience, with 40.6% describing their voices as always distressing and 37.5% 
reporting the majority of their voices as distressing. O f those participants who 
described the voice hearing experience as distressing the majority (58.1%) rated the 
experience as very or extremely distressing. Participants also felt that they lacked 
control over the experience, with 23 participants (71.9%) reporting “no control” or 
“occasional” control. These findings are very similar to those of Hayward et al.
(2005) who reported that 17 participants in their sample (70.8%) reported “no 
control” or “occasional control”.
Participants tended to score higher on the malevolence scale of the BAVQ-R 
(M=l 1.22, SD=6.70) than the benevolence scale (M=4.34, SD=5.45), suggesting that 
participants were more likely to regard their voice as having malevolent intent. Table 
1 displays the descriptive statistics for participants’ ratings on the BAVQ-R. The 
results from this study are similar to those of Hayward et al. (2005) where mean 
scores on the malevolence, benevolence and omnipotence subseales were 11.37 
(SD=5.32), 3.5 (SD=5.00), 12.42 (SD=4.57).
Table 1. BAVQ-R descriptive statistics
N Range Mean SD
Malevolence 32 0-18 11.22 6.70
Benevolence 32 0-17 4.34 5.45
Omnipotence 32 0-18 11.03 4.95
3.3.2 Non Clinical Sample
Eleven (61.1%) of voices in this sample were male and four (22.2%) were female. 
The gender o f a further three voices were unknown. Eight voices (44.4%) were 
aligned with others in the voice hearer’s social world and seven (38.9%) were 
supernatural. However, incognito voices that could only be identified through voice 
content and gender were less frequently reported than in the clinical sample (16.7%).
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The frequency with which participants heard their voices varied, with five participants 
(27.8%) reporting that they heard their voices at least onee a week and six (33.3%) 
hearing their voices at least once a day. The majority of participants (55.6%) heard 
their voices for several minutes at a time.
Unlike the clinical sample voice content tended not to be negative, with the majority 
of participants (61.1 %) reporting no unpleasant content. Similarly the majority of 
participants (72.2%) described their voices as not distressing at all. This appears to 
agree with previous research that has found that voice hearers who are not service 
users are less likely to view the voice hearing experience negatively (Jones et a l, 
2005; Honig et a l, 1998). The amount of control that participants felt they had over 
their voiees varied in this sample. Four participants (22.2%) felt they had no control 
over their voices, however, the majority of participants (55.6%) felt that they had 
control or some control over their voices.
Table 2 shows the descriptive statisties for participants’ ratings on the BAVQ-R. 
Malevolence scores were positively skewed towards low seores and benevolence 
ratings were negatively skewed towards higher scores suggesting that participants 
were more likely to regard their voice as benevolent than malevolent.
Table 2. BAVQ-R descriptive statistics
N Range Mean SD
Malevolence 18 0-12 .83 2.87
Benevolence 18 0-18 10.22 5.91
Omnipotence 18 0-14 6.56 3.65
3.4 Styles of Relating
The reciprocal nature of the relationship between voice hearer and their voice was 
assessed using the Voice Relating Interview and is described below with reference to
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previous studies. However, one participant from the non-clinical sample did not 
complete the interview schedule and therefore their data was not included in the 
analysis.
3.4.1 Clinical Sample
The results o f the interview showed that the majority o f participants (75%) in this 
sample felt that their voice was relating to them from positions of both dominance and 
intrusiveness. Only five participants (15.6%) described relating to their voice from a 
position of dependence. However, the majority of participants (68.8%) related to 
their voice from a position o f distance. Overall, participants perceived their voices as 
relating to them from positions of negative dominance and intrusiveness and were 
more likely to relate to them from a position of negative distance than dependence. 
This is consistent with the findings of Hayward et al. (2005) and Hayward (2003).
3.4.2 Non Clinical Sample
One participant in this sample did not complete the interview and therefore analysis of 
this data is based on the 17 participants who did complete the interview. The results 
showed that the majority of participants did not experience their voice as relating 
from a position of dominance (70.6%) or intrusiveness (82.4%). In addition, they 
were also less likely to relate to their voice from a position of dependence or distance. 
Five participants (29.4%) related to their voice from a position of dependence and five 
participants (29.4%) related to their voice from a position of distance.
3.5. Reliability of the Voice Relating Interview Schedule
3.5.1 Inter-Rater Reliability
Thirteen interviews were audio taped and rated by two independent raters whose 
classifications of relating style were then compared using kappa coefficients. Kappa 
was chosen, as it is the most commonly used measure o f agreement for categorical 
data (Sim & Wright, 2005). Following Sim and Wright (2005) a kappa value of 0.4 
was used for the null hypothesis and hypothesis 2.1 predicted that kappa eoefficients 
would be >0.4 in order to establish inter-rater reliability.
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The kappa coefficients will be presented below for each of the four relating styles and 
are interpreted according to standards for strength of agreement provided by Landis 
and Koch (1977). As kappa is affected by bias (the extent to which raters disagree 
about the frequency with which a condition occurs) and prevalence (the proportion of 
negative responses from each rater) the prevalence and bias index will also be 
presented with each kappa coefficient (Sim & Wright, 2005). In addition the 
maximum attainable kappa (Xmax) will also be presented with each kappa coefficient.
Voice Dominance
The kappa for this category was ‘substantial’ (k=0.75). This category resulted in a 
prevalence index o f 0.61, a bias index of 0.08 and Kmax= 0.75
Voice Intrusiveness
The kappa score for this category was ‘almost perfect’ (k=0.81). This category 
resulted in a prevalence index of 0.46, a bias index o f 0.08 and Kmax=0.81.
Hearer Dependence
It was not possible to calculate a kappa coefficient for this category as all responses 
were assigned to the same category by both raters. Therefore, both raters were in 
100% agreement for this category.
Hearer Distance
The kappa score for this category was ‘moderate’ (k=0.43). This category resulted in 
a prevalence index o f 0.69, a bias index of 0.15 and Xmax=0.43.
3.5.2 Test Re-Test Reliability
Eighteen participants were asked if they would be willing to repeat the interview one 
week after initially taking part in the study. O f these 18 only two agreed giving a 
response rate of 11.11%. Of the remaining participants 12 were not asked to repeat 
the interview because of practical constraints; either they were interviewed at the end 
of the recruitment period and it was therefore, not possible to re-interview them or it 
was not possible to make another appointment within one week because of 
commitments on the part o f the researcher or participant. Two remaining participants
193
MAJOR RESEARCH PROJECT
were not asked as the researcher who interviewed them thought they had become 
distressed during the first interview and it would not be appropriate to ask them to 
repeat the experience. Therefore, it was not possible to calculate the test re-test 
reliability of the interview schedule.
3.6. Validity of the Voice Relating Interview Schedule
3.6.1 Content & Face Validity
Following Haynes et al. (1995) content validity of the interview schedule was 
determined in the following ways. Firstly, before the interview was developed the 
constructs that were to be targeted and the intended function o f the interview schedule 
were specified. Following this the questions in the interview schedule were generated 
from relevant theoretical and empirical literature as well as other assessment 
instruments (e.g. VAY, BAVQ-R, CAV) and suggestions from an expert judge (a 
clinical psychologist who is experienced in working clinically with people who hear 
voices and who has extensively researched, and supervised the research of others, in 
this field). Finally, the interview schedule was evaluated by the two other trainee 
clinical psychologists who were collaborating on this project, the expert judge who 
had contributed to the initial generation of questions, another clinical psychologist 
experienced in working with people who hear voices, and a colleague from the service 
user movement who had experience of hearing voices. Qualitative feedback, 
including suggestions for modifications, was provided by these raters on the clarity of 
language used and the relevance of questions to the construct being measured.
Feedback was sought from initial participants in the study in order to establish the 
face validity of the interview schedule. In general the feedback from these 
participants was fairly brief, but positive, for example comments such as “the 
interview was fine”. However, five participants provided more detailed feedback and 
their comments seemed to indicate that the interview schedule was meaningful to 
them. For example, one participant felt the “Questions showed a lot of insight into 
voice hearing” and another said the questions were “ ...not silly, or stupid, or
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irrelevant”. Given this and the fact that the interview schedule was used successfully 
with 49 participants it can be regarded as having face validity (Kline, 1986).
3.6.2 Concurrent Validity with VAY
Concurrent validity was measured by comparing the ratings of relating styles 
according to the interview schedule with scores on the VAY. This was done using a 
t-test with hypothesis 2.3 predicting that when participants were grouped according to 
whether they scored “yes” or “no” for a specific style of relating on the interview 
schedule that their scores on the corresponding subscale of the VAY would be 
significantly different.
Voice Dominance
The results of a Kolmogorov Smirnov test indieated that the data for the dominance 
subscale of the VAY was not normally distributed (p=.002) and it was therefore 
transformed using reflect and square root. Following transformation a second 
Kolmogorov-Smimov test indicated the data was normally distributed (p=.166) and a 
t-test could be used. Therefore a parametric comparison of independent means (t-test) 
was conducted; grouping participants according to whether they scored “yes” or “no” 
for voice dominance on the interview schedule and eomparing their scores on the 
VAY. Results of Levene’s test indicated that the assumption of equal variances was 
not violated by the data (F=.100, p=.983) and therefore standard t values are reported 
here. Figure 4 provides information regarding the range of VAY dominance scores 
for individuals who perceived their voice as dominant or not.
A significant difference was found between the two groups (t (30) = -5.55, p=.00, 2- 
tailed), with participants who perceived their voice as dominant, as assessed by the 
interview schedule, having higher scores on the dominance subscale of the VAY 
(M=17.7, SD=3.83) than participants who did not perceive their voice as dominant 
(M=6, SD=6.48).
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Figure 4. Box plot o f VAY dominance scores for participants who perceived their
voice as dominant or not
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Voice Intrusiveness
The results of a Kolmogorov-Smimov test indicated the data for the intrusiveness 
subscale for the VAY were normally distributed and therefore it was appropriate to 
use a parametric test. Results of Levene’s test indicated that assumption o f equal 
variance was not violated by the data (F=.685, p=.414) and therefore standard t values 
are reported here. Figure 5 provides information regarding the range of VAY 
intrusiveness scores for individuals who perceived their voice as intrusive or not.
A significant difference was found between the two groups (t (30) = 5.80, p=.00, 2- 
tailed), with participants who perceived their voice as intrusive, as assessed by the 
interview schedule, having higher scores (M=10.92, SD=3.27) on the intrusiveness 
subscale of the VAY than participants who did not perceive their voice as intrusive 
(M=3.38, SD=2.88).
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Figure 5. Box plot of VAY intrusiveness scores for participants who perceived their
voice as intrusive or not.
Voice Relating Interview - voice intrusiveness 
Hearer Dependence
The results of a Kolmogorov-Smimov test indicated the data for the dependence 
subscale of the VAY were normally distributed. Results of Levene’s test indicated 
that assumptions o f equal variance were not violated by the data (F=1.74, p=.196) and 
therefore standard t values are reported here. Figure 6 provides information on the 
range of VAY dependence scores for participants who related to their voice from a 
position of dependence or not.
A signifieant difference was found between the two groups (t (30) = 4.07, p=.00, 2- 
tailed), with participants who related to their voice from a position of dependence, as 
assessed by the interview schedule, having higher scores on the VAY subscale of 
dependence (M=17.6, SD=8.44) than participants who did not relate to their voice 
from a position of dependence (M=6.63, SD=4.92).
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Figure 6. Box plot of VAY dependence scores for participants who related to their
voice from a position o f distance or not.
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Hearer Distance
The results of the Kolmogorov-Smirnov test indicated that the data for the distance 
subscale of the VAY was not normally distributed (p=.012) and was therefore 
transformed using reflect and square root. Following transformation another 
Kolmogorov-Smimov test indicated the data was normally distributed (p=.20) and a t- 
test could be used. Results of Levene’s test indicated that the data did not violate the 
assumption of equal variances (F=.010, p=.921) and therefore standard t values are 
reported here. Figure 7 provides information on the range o f VAY distance scores for 
participants who relate to their voice from a position of distance or not.
A significant difference was found between the two groups (t (29) = -4.65, p=.00, 2- 
tailed), with participants who related to their voiee from a position of distance, as 
assessed by the interview schedule, having higher scores on the VAY subscale of 
distance (M= 15.95, SD=3.44) than participants who did not relate to their voice from 
a position of distance (M=7.56, SD=5.32).
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Figure 7. Box plot of VAY distance scores for participants who related to their voice
from a position of distance or not.
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3.6.3. Concurrent Validity with Distress Ratings
Further evidenee of concurrent validity was measured by comparing the ratings of 
voice dominance and hearer distance according to the interview schedule with 
intensity of distress, as assessed by the PSYRATS, as previous studies had found a 
relationship between these styles of relating and distress (Vaughan & Fowler, 2004; 
Hayward et al., 2005). Non-parametric tests were used as data for intensity o f distress 
was not normally distributed.
Voice Dominance
A Mann-Whitney U test was conducted to test the hypothesis that participants’ ratings 
for distress would be higher if they perceived their voice as dominant. The results of 
this test were significant (z=-2.23, p<.05, 1-tailed), with participants who perceived 
their voice as dominant having higher ratings for distress (mean rank=18.56) than 
participants who did not perceive their voice as dominant (mean rank=10.31).
Hearer Distance
A Mann-Whitney U test was conducted to test the hypothesis that participants’ ratings 
for distress would be higher if they related to their voice from a position of distance.
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The results of this test showed that although participants who related to their voice 
from a position of distance had slightly higher ratings for distress (mean rank=17.84) 
than participants who did not relate to their voice from a position of distance (mean 
rank=13.55) the differences between the two groups were not significant (z=-1.24, 
p=.106, 1-tailed).
3.7 Comparison of Relating Styles in the Clinical and Non-Clinical Samples
A chi square test for independence was used to assess whether the two groups of 
participants differed in their relating styles, as assessed by the interview schedule.
Voice Dominance
Perception of the voice as relating from a position of dominance was significantly 
associated with the clinical sample (%^ (1, n=49 = 9.55, p=.002). Figure 8 shows the 
frequency o f voice dominance for each group.
Figure 8. A clustered bar chart of voice dominance within clinical and non-clinical 
participants
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Voice Intrusiveness
Perception of the voice as relating from a position o f intrusiveness was significantly 
associated with the clinical sample (x  ^(1, n=49) = 14.76, p=.00). Figure 9 shows the 
frequency o f voice dominance for each group.
Figure 9. A clustered bar chart of voice intrusiveness within clinical and non-clinical 
participants
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Hearer Distance
Relating to the voice from a position of distance was significantly associated with the 
clinical sample (1, n=49) = 6.94, p=.008). Figure 10 shows the frequency of 
hearer distance for each group.
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Figure 10. A clustered bar chart of hearer distance within clinical and non-clinical 
participants
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Hearer Dependence
Hearer dependence could not be analysed using Chi Square test for independence as 
one cell had an expected count less than five so a Fishers Exact Test was conducted. 
Results of the analysis showed that 84% of participants in the clinical sample and 
70.5% of participants in the non-clinical sample scored “no” for hearer dependence, a 
difference that was not significant (p=0.2S5, Fishers Exact Test). Figure 11 shows the 
frequency of hearer dependence within each group.
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Figure 11. A clustered bar chart of hearer dependence within clinical and non-clinical 
participants
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3.8 Summary of Main Findings
3.8.1 Description o f the Voice
In agreement with the findings of previous studies (e.g. Vaughan and Fowler, 2004) 
the majority of voices heard by participants in the clinical sample were personified. 
This was also true of participants in the non-clinical sample where a smaller 
proportion o f people were unable to identify their voice. Participants in the clinical 
sample frequently experienced their voices as unpleasant with the majority 
experiencing some distress as a result o f the voice hearing experience. This was not 
the case for participants in the non-clinical sample, where the majority of participants 
did not experience their voices as unpleasant or distressing.
3.8.2 Style of Relating
The majority o f participants in the clinical sample experienced their voice as relating 
from positions of dominance and intrusiveness. Participants tended to relate to their
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voice from a position of distance, with only a small number of participants relating to 
their voice from a position of dependence. However, this was not the case for 
participants from the non-clinical sample where the majority o f participants did not 
experience their voices as dominant or intrusive. Moreover, the majority of 
participants did not relate to their voice from a position of either distance or 
dependence suggesting that people from the non-clinical sample were less likely to 
use negative styles o f relating to their voice.
In addition, these differences between clinical and non-clinical participants in terms of 
voice dominance, voice intrusiveness and hearer distance were statistically 
significant. Such that, clinical participants were more likely to perceive their voice as 
relating to them from positions of dominance and intrusiveness and to relate to their 
voice from a position of distance, than participants in the non-clinical sample.
3.8.3 Reliability and Validity o f the Voice Relating Interview Schedule 
The interview schedule was found to have good inter-rater reliability with the kappa 
coefficients for all four relating styles being greater than 0.4. It was not possible to 
assess the test re-test reliability of the interview schedule.
Evidence of concurrent validity with the VAY was found, with a significant 
difference between VAY scores on all four subscales when participants were grouped 
by rating style as assessed by the interview schedule.
Comparing relating styles of voice dominance and hearer distance with ratings of 
distress provided further evidence of concurrent validity, with participants who 
perceived their voice as relating from a position of dominance having significantly 
higher ratings for distress than those who did not. However, there were no differences 
in ratings of distress between participants who related to their voice from a position of 
distance and those who did not.
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Discussion
4.1 Overview
The aim of this study was to develop an interview schedule that could assess the 
reciprocal relationship that existed between the voice hearer and their predominant 
voice and assess its psychometric properties. In addition, the research aimed to 
explore the relating styles of participants who took part in this study and investigate 
any differences that may exist between voice hearers who are in contact with mental 
health services and those who are not.
4.2 Summary and Interpretation of Findings
Before considering the main research findings the details o f this study population will 
be compared to those of previous studies in order to assess how the results of this 
study generalise to previous research.
Clinical Sample
Demographic variables for this sample including age, gender and duration of voice 
hearing experience were similar to those obtained in previous studies (Chadwick & 
Birchwood, 1997, Close & Garety, 1998, Hayward, 2003, Nayani & David, 1996). It 
is difficult to compare the ethnicity of participants in this sample with other studies as 
many have not provided demographic data on the ethnicity o f their participants. 
However, the majority of participants in the Close and Garety (1998) and Nayani and 
David (1996) studies described their ethnicity as white European, which appears to be 
broadly similar to this sample, where the majority o f participants described their 
ethnicity as white British. The number of in-patient admissions in this sample was 
also similar to those found in previous studies (Nayani & David, 1996; Vaughan & 
Fowler, 2004). The majority of voices in this sample were personified, although 
incognito voices that were only identifiable by content and gender were also 
frequently reported, and only a small number of voices were described as 
supernatural. These findings are similar to those of Vaughan and Fowler (2004) and 
Nayani and David (1996). However, the proportion o f supernatural voices in this
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sample is different from the sample in the Hayward (2003) study where supernatural 
voices were more commonly reported.
Non-Clinical Sample
Research into the experience of voice hearing in non-clinical samples is limited. 
However, demographic variables for this study including age and gender were similar 
to those obtained in the Honig et al. (1998) study. Moreover, as with the Leudar et al. 
(1997) study the mean age of participants in this sample was higher than the mean age 
of participants in the clinical sample. However, the participants in both the Leudar et 
al. (1997) and Davies et al. (2001) studies were on average younger than the 
participants in this sample, and the Honig et al. (1998) study.
4.2.1 Relating Style 
Clinical Sample
In keeping with the results o f previous studies (Hayward, et al., 2005; Hayward,
2003) the majority o f participants in this study perceived their voice as relating from 
positions of dominance and intrusiveness and were more likely to relate to their voice 
from a position of distance rather than dependence.
Non-Clinical Sample
In contrast with the clinical sample the majority o f participants in this sample did not 
perceive their voice as relating from positions of dominance or intrusiveness. 
Furthermore, they tended not to relate to their voice from a position o f distance or 
dependence. The tendency of participants in this sample not to perceive their voice as 
relating from a position of dominance could be explained in terms o f the relationship 
between voice dominance and hearer distress that has been observed in studies 
involving clinical samples (Vaughan & Fowler, 2004; Hayward et a l,  2005). Given 
that previous studies have found non-clinical samples tend to view their voice hearing 
experience as positive rather than distressing (Honig et a l, 1998) it would seem likely 
that participants in this sample would be less likely to view their voice as using a 
dominant relating style. Moreover, these results suggest that participants in this
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sample were less likely to use or perceive negative styles o f relating to their voice in 
general.
4.3. Psychometric Properties of the Interview Schedule
4.3.1 Inter-rater Reliability
Inter-rater reliability was calculated using kappa coefficient and this study 
hypothesised that the coefficient would be 0.4 or greater. The results of the analysis 
showed that kappa scores could only be calculated for three styles of relating (voice 
dominance, voice intrusiveness and hearer distance) as the raters were in 100% 
agreement for hearer dependence. Agreement between the raters varied between 
moderate to substantial across the three styles of relating but all kappa coefficients 
were greater than 0.4. The lowest kappa of .43 was achieved for the hearer distance 
subscale, and was considerably lower than the coefficients obtained for the other 
styles of relating, which were both higher than 0.7 (substantial agreement).
In order to account for the effects of bias and prevalence the bias index and 
prevalence index was calculated for each kappa coefficient, as if these are not taken 
into account it may be possible to regard a measure as unreliable when it fact it is not 
(Grove et a l, 1981). Prevalence rates can vary between -I and I and if prevalence is 
high kappa is reduced (Byrt et al., 1993). The bias index can vary from 0 (indicating 
no bias) to I and if bias is low or absent then kappa is reduced. The results showed 
that each of the three styles of relating had a low bias index. In addition, for voice 
dominance and hearer distance the prevalence index was high. Therefore, calculating 
the bias index and prevalence index indicated that in this study the effects o f both bias 
and prevalence were reducing the magnitude of kappa that could be attained. This is 
demonstrated by calculating the maximum attainable kappa (Xmax), which was equal to 
the kappa coefficient calculated for each relating style. This indicates that the kappa 
coefficient in each case was as large as it could be for the specific data set and 
therefore the results of this analysis show that the interview schedule had good inter­
rater reliability.
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4.3.2 Test Re-test Reliability
The response rate o f participants who were asked to repeat the interview in order to 
analyse the test re-test reliability of the interview schedule was very low and 
consequently, it was not possible to assess this dimension of reliability. This may be 
a reflection of the demands placed on voice hearers when taking part in the research. 
Generally, people seemed to respond positively to the experience and many 
participants reported that they had welcomed the opportunity to discuss their voices in 
such a way. Moreover, none of the participants who were asked to repeat the 
interview appeared to be overtly distressed by the experience. However, talking about 
voice hearing experiences can result in an increase in voice activity and it is possible 
that people were reluctant to experience this twice in a short period of time.
Moreover, it took approximately 45minutes to an hour to complete the interview and 
it may have been that participants could not see a reason to repeat the experience, as it 
would not have been meaningful to them having completed it once already.
4.3.3 Concurrent Validity with the VAY
It was hypothesised that when participants were grouped according to whether they 
scored “yes” or “no” for a specific style of relating on the interview schedule that 
their scores on the corresponding subscale of the VAY would be significantly 
different.
The results found that participants who scored “yes” for each style of relating on the 
interview schedule had significantly higher scores on the corresponding subscale of 
the VAY than participants who scored “no” on the interview. Consequently validity 
with the VAY was established for all four styles of relating within this sample.
4.3.4 Concurrent Validity with Distress
There were two hypotheses associated with this aspect of the analysis. Firstly, it was 
predicted that participants who perceived their voice as dominant would have higher 
ratings for distress than participants who did not. Secondly, it was predicted that 
participants who related to their voice from a position of distance would have higher 
ratings for distress than participants who did not.
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Only one o f these hypotheses was supported, with participants who scored “yes” for 
voice dominance on the interview schedule having significantly higher ratings for 
distress than participants who scored “no”. These findings are in agreement with 
those of previous studies, which found a significant correlation between voice 
dominance and hearer distress (Vaughan & Fowler, 2004; Hayward et a l, 2005). 
However a similar relationship between hearer distance and distress was not 
established unlike the Vaughan and Fowler (2004) and Hayward et al. (2005) studies. 
In this study participants who related to their voice from a position of distance had 
slightly higher ratings for distress than participants who did not but the difference 
between the two groups was not significant. It is possible that the non-significant 
result reflects the reduced power of non-parametric statistics to detect true differences 
when they exist. However, it also seems possible that the relationship between hearer 
distance and distress is not as clear cut as suggested by the Vaughan and Fowler 
(2004) and Hayward et al. (2005) studies, as the Hayward (2003) study also failed to 
find a significant relationship between hearer distance and distress.
4.3.5 Additional Analyses
Comparing the relating styles of participants in the clinical and non-clinical sample 
established that voice dominance, voice intrusiveness and hearer distance were 
significantly associated with the clinical sample. This further supports the suggestion 
that non-clinical voice hearers are less likely to use negative styles of relating to their 
voice. However, for hearer dependence no significant difference was found between 
clinical and non-clinical participants. It was not possible to use a chi-square test for 
this analysis as one cell had an expected count of less than five and therefore Fisher’s 
exact test was used. It is possible that the lack of a significant finding is a result of the 
use of this test as the assumptions it makes about the data are restrictive and it is a 
conservative test (Norusis, 1997).
4.4 Relevance to Other Findings
The current study provides preliminary evidence to support the reliability and validity 
of the Voice Relating Interview as an assessment tool that can be used when working 
with people who hear voices. Analysis of the interview schedule as reliable and valid
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with the clinical sample contributes to the growing evidence base supporting the 
applicability of Birtchnell’s (1996; 2002) relating theory, specifically the axis of 
power and proximity and the concept of negative relating, to the understanding of the 
voice hearing experience.
In agreement with the findings o f previous studies (Leudar & Thomas, 2000; Nayani 
& David, 1996) voices in this study were clearly identified. The study also supported 
the importance of relational power with the majority of participants in the clinical 
sample perceiving their voices as dominant. In addition, the relationship between 
voice dominance and distress was established for participants in the clinical sample 
providing support for the relationship between distress and domination by the voice 
(e.g. Birchwood et a l, 2000). However, the study also provided support for the 
consideration of other relating variables as suggested by Hayward (2003). Proximity 
was also an important factor with the majority of participants in the clinical sample 
perceiving their voice as intrusive and relating to it from a position of distance 
reflecting the two poles of Birtchnell’s (1996; 2002) proximity axis.
The results of this study also added to the conflicting evidence on the relationship 
between hearer distance and distress. Vaughan and Fowler (2004) found a 
relationship between hearer distance and distress with higher levels o f distress 
associated with a distant style of hearer relating. As a result of these findings they 
suggested that the process of attempting to resist voices through increasing distance 
may negatively affect mood, perhaps as a result of attempts at distance from the voice 
not being successful. In contrast, Hayward (2003) did not find a relationship between 
hearer distance and distress, although participants in his study had a tendency to relate 
to their voice from a position of distance. The current study was not able to clarify 
the relationship between hearer distance and distress as although distant relating was a 
characteristic of participants in the clinical sample and individual’s who related to 
their voice from a position of distance had slightly higher ratings of distress than those 
who did not the difference between the two groups was not significant.
Previous research has also found differences in the voice hearing experience between 
voice hearers from clinical and non-clinical samples. This study adds to the literature
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in this area as the majority o f participants in the non-clinical sample reported that their 
voices were not distressing and they were more likely to view their voices as 
benevolent. This supports the findings from previous research suggesting that non- 
clinical samples are more likely to view the voice hearing experience as positive 
(Honig et a l, 1998; Jones et a l, 2003). In addition, this study was able to add to the 
literature by providing data on relating style for participants from the non-clinical 
sample. Findings that participants in the non-clinical sample were less likely to 
perceive their voice as dominant or intrusive and less likely to relate to their voice 
from a position of distance or dependence support the concept of qualitative 
differences in the experience and also suggest that non-clinical voice hearers are less 
likely to use, or perceive, negative styles relating with their voices. As a result, it 
seems likely that non-clinical voice hearers may be more likely to use positive styles 
o f relating to their voices and this may explain why they are less distressed as a result 
o f the voice hearing experience.
4.5 Clinical Implications
A number of implications for clinical practice can be drawn from this research. The 
Voice Relating Interview provides a measure specific to Birtchnell’s (1996; 2002) 
relating theory that can be used to assess the reciprocal nature of the relationship 
between voice hearer and voice. Previous studies that have applied Birtchnell’s 
(1996; 2002) theory to the voice hearing experience have highlighted the need for 
‘detailed consideration of the sort o f relationship that exists between the client and 
their voice’ (Vaughan and Fowler, 2004 pp. 151). The current study provides 
preliminary evidence to support the reliability and validity of the Voice Relating 
Interview suggesting that it could be used as a tool in clinical practice to assess the 
nature of the relationship and aid formulation particularly if  the concept of a 
relationship with the voice seems intuitively relevant to the voice hearer. Moreover, it 
adds to the range of tools available to clinicians applying relating theory to the 
understanding o f the experience of voice hearing. In clinical practice the Voice 
Relating Interview could be used in conjunction with the VAY, with the interview 
being used as part of the assessment process to aid formulation and direct therapy and
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the VAY being used throughout therapy to provide a measure of change in relating 
styles as therapy progresses.
In addition, the interview may be able to enhance clients’ awareness of the 
relationship that exists between them and their voice, which Hayward (2003) and 
Vaughan and Fowler (2004) suggest may in itself be beneficial. After completing the 
interview many participants commented on how useful they had found it to talk about 
their voice in what was for many of them a novel way. In addition, many participants 
reported that taking part in the interview process had prompted them to think about 
their voice, and their relationship with it, in a different way. Consequently, it appears 
that using the interview schedule in clinical practice may also be able to provide 
clients with the opportunity to consider their relationship with their voice in 
previously unexplored ways, which may in turn give rise to new insights about the 
type o f relationship they have with their voice. This improved awareness of the 
relationship may in turn make it possible to modify relating styles (Hayward, 2003). 
The results of this study support previous research suggesting that perception o f the 
voice as relating from a position of dominance is associated with hearer distress 
(Vaughan & Fowler, 2004; Hayward, 2003). This suggests that modifying the 
relationship between voice hearer and the voice may be able to ameliorate the distress 
that is experienced. Birchwood et al. (2000) have suggested that working with clients 
to improve self-esteem and interpersonal schema, for example by trying to improve 
social status through assertiveness training, may be able to alter the voice hearers 
perception of their voice as dominant and powerful. The present study suggests that if 
such an intervention were to influence the voice hearer’s perception of the voice as 
dominant this may reduce the degree of distress associated with the experience.
However, relating therapy that works more directly with the particular relationship 
may also be able to reduce distress. This could take the form of therapy that focuses 
on the relationship between the person and their voice. However, in cases where 
voices are clearly aligned with others in the social world, and these other people are 
also viewed as dominant and powerful, therapy that focuses on these interpersonal 
relationships may also have beneficial effects on the relationship between the person 
and their voice (Birchwood, et a l, 2002). This allows for a flexibility of approach, in
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which the focus o f work can be either social relating or voice relating, or both. 
However, it would be important for the therapist to pay attention to how work 
focusing on one domain of relating may influence another as the relationship an 
individual has with their voice is connected to the relationships that the individual has 
with others in their social world (Hayward, 2003).
4.6 Methodological Limitations
There are a number of limitations to this study, several o f which are concerned with 
the psychometric assessment of the interview schedule. In assessing the reliability of 
the interview the lack of test re-test data is a significant limitation. It has been argued 
that a test re-test design is a more rigorous assessment of reliability (Grove et a l, 
1981) and this study was designed to include such an assessment. However, the 
response rate of participants who were asked to repeat the interview in order to 
analyse its test re-test reliability was so low it was not possible to assess this 
dimension of reliability. As with the assessment of inter-rater reliability only 
participants from the clinical sample were asked to repeat the interview and the low 
response rate may reflect the difficulties that exist in attempting to conduct research 
with this client group. Individuals who hear voices often have difficulty engaging 
with services (Tait et a l, 2003) or may be reluctant to talk about their experiences and 
recruiting clinical participants to this study was difficult in general. Moreover, as has 
already been discussed it may also be a reflection of the demands that were placed on 
the participants who took part in this study.
A further limitation associated with assessment of reliability o f the interview centres 
on the assessment of inter-rater reliability. The sample was relatively small, although 
it was larger than the sample used in the Close and Garety (1998) study to assess the 
inter-rater reliability of the CAV, and it would have been preferable to have had a 
larger sample. However, when designing the study it was decided to assess inter-rater 
reliability using a small sample as assessing this dimension of reliability involved 
taping participants’ interviews and it was felt it may be difficult for people who may 
be mistrustful of other people and services to feel comfortable having their interviews 
taped.
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When assessing the validity of new instruments it has been suggested that it is 
necessary to demonstrate correlations with other existing measures o f the same 
construct but the measures should be from ‘different classes of assessment measures’ 
(Foster & Cone, 1995 pp 250.). This study was able to fulfil this criterion by 
comparing scores on the interview schedule with scores on the VAY, a self-report 
measure, as part o f the assessment of validity. However, the lack of a measure of 
discriminant validity, whereby scores from the measure being validated are shown to 
be unrelated to scores from a measure of another distinct construct (Foster & Cone,
1995), is a limitation of this study. In addition, the content validity o f the interview 
may have been improved had there been quantitative evaluations o f the relevance and 
representativeness of items by expert judges as suggested by Haynes et al. (1995).
The fact that the interview schedule was not piloted is a further limitation o f this 
study. It was initially planned to pilot the interview on a small number of 
participants; however, as the study progressed it became apparent that this would not 
be possible. One of the reasons for working collaboratively with two other trainees 
was to increase the number of participants recruited to the study. However, this 
approach also made the process of gaining ethical approval more cumbersome as it 
was necessary to gain approval from the MREC committee, three LREC committees, 
and three R&D committees, and different committees had different requirements. For 
example, one LREC committee rejected the initial submission and requested changes 
to the procedure for interviewing participants that had not been requested by the other 
two LREC committees. This resulted in the process o f gaining ethical approval taking 
longer than anticipated and therefore reduced the time available for data collection, 
which made it difficult to include a pilot of the interview in the study. In addition, the 
difficulty in recruiting participants to the study meant that there were not enough 
participants available to conduct a pilot study.
The difficulty in recruiting participants to the study and the subsequent small sample 
size is also a limitation for this study. A priori power analysis indicated that a sample 
of 52 would be required and, although post-hoc power analysis indicated that the 
actual sample size of 32 provided sufficient power for the statistical analysis used, it 
was anticipated that a sample of 60 would be obtainable as part o f this study.
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Although it is not unusual for research in the field o f voice hearing to use small 
samples (e.g. Hayward’s 2003 study had a sample of 27 and Vaughan & Fowler’s 
2004 study had a sample o f 30) it was hoped that by collaborating with other trainees 
a much larger sample would be obtained and it was disappointing that this 
collaboration only resulted in a sample size of 32. There are a number of possible 
reasons for this difficulty in recruiting participants to the study. A number o f team 
members expressed concern about the idea of talking to people about the voices that 
they hear; describing it as a form o f ‘collusion’ that should be avoided. In addition, it 
was common for team members to express concern that clients were too unwell to 
take part in the study, or would become unwell as a result of taking part in the study. 
Consequently, they were reluctant to refer clients to the study. Finally, both voice 
hearers and referrers stated that a reason for not participating/referring was recent 
involvement in similar research studies. This appeared to be particularly relevant for 
clients within one specific NHS trust and raises the issue o f how researchers can be 
aware of situations when clients are being repeatedly asked to take part in different 
research studies.
In terms o f general limitations the focus on the predominant voice may be a limitation 
for this study and research into the experience of voice hearing in general. Many 
participants indicated that they heard multiple voices and it was sometimes difficult 
for participants to identify one predominant voice. Moreover, some participant’s 
voices appeared to be very different and it is possible that by focusing on only the one 
predominant voice important information is omitted. In addition, it means that the 
possibility o f interactions or relationsfiips between voices are not considered.
Finally, it is possible that the individuals who participated in the study represent a 
specific population of people who are more willing to talk about their experiences and 
had a greater understanding of their voices. It was not possible to obtain demographic 
data on the 39 people who declined to participate so it was not possible to investigate 
potential differences between those who agreed to participate and those who did not. 
However, it does not seem unreasonable to assume that there may be some 
differences. This appears to be particularly important when applied to the non- 
clinical sample as they were self selecting and it is possible that the people who were
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willing to take part in the research were people who were not distressed by the 
experience. With regard to the clinical sample this information would have been 
available if the researchers had approached potential participants directly, rather than 
via their mental health team. In addition, as has already been discussed some team 
members were reluctant to refer clients to the study, for a variety of reasons, and it is 
possible that if  participants had been approached directly recruitment rates may have 
been higher. However, the members of the research team working on this, and the 
other studies that formed the broader research project, felt that it would not be 
appropriate to approach potential participants directly and it was also felt that such an 
approach would be unlikely to receive approval from the relevant ethics committees.
4.7 Future Directions
Further analysis o f the reliability and the validity of the interview schedule needs to 
be conducted. Repeating the analysis with a larger sample size may help to determine 
whether the lack of significant findings in certain areas were the result of the small 
sample size or use o f non-parametric statistics.
Further work investigating the usefulness of the interview schedule in a clinical 
setting may also be helpful. This preliminary data suggests that the schedule is a valid 
tool with good inter-rater reliability. However, there is no evidence of its usefulness 
as an aid to formulation. Using it in a therapy trial such as the one currently being 
conducted may help to establish if it is a useful assessment tool that can aid clinical 
case formulation.
The relevance of the construct of hearer dependence to the understanding of the voice 
hearing experiencing is not clear from this study, as although some participants 
related to their voice from a position of dependence the majority did not, and further 
work to better understand it would be useful. The hearer dependence subscale of the 
VAY has been shown to be associated with voice benevolence and less distress 
(Hayward et a l, 2005) and as clinical voice hearers tend to regard their voice as 
having malevolent intent and find the voice hearing experience distressing it seems 
the construct of hearer dependence may not be relevant to their relationship with their
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voice. In contrast, it seems the construct could be more relevant to non-clinical voice 
hearers, as they are more likely to regard their voice as benevolent and are less likely 
to be distressed by the experience. However, given the suggestion that non-clinical 
voice hearers are less likely to use negative styles of relating to their voice it seems 
that the construct would need to be re-considered. The existing construct of hearer 
dependence combines negative lowemess with negative closeness but perhaps a new 
construct, which combines friendly involvement (positive closeness) and seeking 
guidance and advice (positive lowemess) would be more relevant to non-clinical 
voice hearers.
Experience o f completing the measures with participants highlighted that the concepts 
of voice intrusiveness and hearer distance proved problematic for some participants to 
conceptualise. In terms of voice intrusiveness many participants reported that they 
had never thought o f their voice in such a way and found it difficult to think o f their 
voice as needing to be close to them. This may be a reflection of the paradigm shift 
that is involved in conceptualising the voice hearing experience in this way, in effect 
thinking of a relationship with a voice is one paradigm shift but considering that 
relationship as reciprocal requires a further shift. It may be difficult for individuals to 
view a voice that they regard as powerful and dominant as also needing to be close to 
them. In terms of hearer distance participants did not appear to struggle with the 
concept but it was quite common for people to describe wanting to keep their voice at 
a distance but not being able to because of the power and the dominance of the voice. 
It is possible that this distinction is particular to this sample o f voice hearers.
However, it seems possible that this is a subtle distinction that has not previously been 
evident when relating style has been measured by the self-report VAY and further 
investigation would be helpful. Given that the evidence supporting a link between 
hearer distance and distress is conflicting further work that investigates that 
relationship would also be helpful, as this would help to clarify whether distancing 
themselves from their voice is a goal that would be helpful for individuals or not.
A number of participants reported difficulties in completing the VAY as they felt 
some statements did not apply to them and they would have welcomed a response 
option of “no” rather than “rarely true”. Participants who chose “rarely true” when
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they would have liked to choose “no” still scored zero so their score was not affected. 
However, when thinking about the issue of face validity the lack o f a “no” response 
option does appear to be problematic as it means that for a proportion o f participants 
in the sample the VAY was not as meaningful as it could have been. Therefore, 
further work that considers adapting the VAY response options may be of benefit.
Further investigation o f the relating style of voice hearers from clinical and non- 
clinical samples is also indicated. Previous research has indicated that the voice 
hearing experience is different for non-clinical samples when compared with clinical 
samples. This study has tentatively suggested that there are differences in the relating 
styles of clinical and non-clinical participants, with non-clinical voice hearers being 
less likely to use, and perceive, negative styles of relating with their voice than 
clinical voice hearers, and further work to confirm this would be helpful. The sample 
in this study was small so replication of these findings with a larger sample would be 
needed in order to achieve power. Furthermore, the suggestion that participants from 
the non-clinical sample are less likely to use negative styles o f relating to their voice 
may warrant further investigation and it would be helpful to conduct further work to 
see if non-clinical voice hearers are more likely to use positive styles of relating to 
their voices. In addition, given previous findings suggesting that voice relating 
mirrors social relating it would be interesting to examine social relating o f participants 
in a non-clinical sample to see if they use less negative styles of relating with others in 
their social world.
4.8 Summary
This research provided preliminary evidence to support the reliability and validity of 
the Voice Relating Interview as a tool for use with people who hear voices from a 
clinical sample. In addition, the data from this study suggest that participants from 
the clinical sample tended to perceive their voice as relating from positions of 
dominance and intrusiveness and relate to their voice from a position of distance, 
supporting findings from other studies (Vaughan & Fowler, 2004, Hayward, 2003). 
Moreover, this study found that participants from the non-clinical sample were less 
likely to use, and perceive, negative relating styles when relating to their voice. This
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Study supports the suggestion from previous research that within a clinical context a 
therapeutic approach that focuses on the relationship that exists between the voice 
hearer and their voice may be beneficial. Overall, the study suggests that the Voice 
Relating Interview could be a useful tool for assessment and formulation in cases 
where such a therapeutic approach is used.
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The Voice Relating Interview
I  am interested in the relationship that people develop with their voice (or voices) and 
during this interview I  will ask you a number o f  different questions about your voice 
and how you relate to it
Questions about the voice
r d  like to begin by asking you some general questions about the voice (or voices) that 
you hear:
How many voices do you hear?
How often do you hear them/it?
I f  you do have more than one voice, please try to identify a voice that you would think o f  
as your main voice and answer the rest o f the interview questions in terms o f  this voice
How long have you heard the voice for? Has it been a constant presence or has it come 
and gone over the months/years?
Is the voice a man or a woman or are you unsure?
Do you have an idea whose voice you hear? Does it/do they have names?
Does the voice talk to you or about you?
Content
Can you tell me what kind of things your voice says to you? {record 2 or 3 specific 
examples o f things said by the voice)
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Relationship to Voice
A lot ofpeople who hear voices speak about trying to make sense o f their voices and 
some people do this by describing a relationship with their voice. In relationships 
people often have different roles, or take different positions e.g. one person might be 
more *in charge’ and make more decisions. In this part o f the interview I  would like to 
ask you some questions about how you relate to your voice:
Voice Dominance
Do you feel that your voice wants to be in control? Y/N
What makes you think this? (askperson to provide examples)
Do you think your voice thinks that it is better/cleverer than you? Y/N 
What makes you think this? (askperson to provide examples)
What would happen if you disagreed with your voice?
What would you say/would you let your voice know? 
How would your voice respond?
How would that make you feel?
How do you think your voice wouldfeel?
Has the voice always been like this? Y/N (askperson to provide examples)
(if there have been times when the voice has been different explore why this might 
be -  prompts -  can you tell me more about that? What do you think might have led 
to the change in your voice?)
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Voice Intrusiveness
How does your voice react if you try to spend time away from it? 
(ask person to provide examples)
Do you think that your voice wants to be with you at all times? Y/N 
What makes you think this? (ask person for specific examples)
Has the voice always been like this? Y/N (ask person for specific examples)
(if there have been times when the voice has been different explore why this might 
be -  prompts — can you tell me more about that? What do you think might have led 
to the change in your voice?)
Hearer Dependence
How do you feel if your voice is not around?
How do you feel if your voice offers yopndvice/tells you what to do? 
How do you respond?
How would your voice respond?
How would that make you feel?
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Is your voice able to persuade you to change your mind? Y/N
What makes you think this? (ask person for specific examples)
Have you always been like this? Y/N (ask person for specific examples)
(If there have been times when the person's relationship with their voice has been 
different explore why this might be -  prompts -  can you tell me more about that? 
what do you think might have led to the change?)
Hearer Distance
Is it important for you to have time away from your voice?
Does your voice know what your are thinking and feeling? Y/N
How do you feel about this (e.g. comfortable/uncomfortable)?
Do you ever try to keep your thoughts/feelings hidden from your voice? 
(depending on whether person answers yes or no; ask person for specific 
examples)
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Do you try to keep your voice at a distance? Y/N
What is it about your voice that makes you do this? 
How do you try to achieve this?
(ask person to provide examples)
Have you always been like this? Y/N (ask person for examples)
(If there have been times when the person's relationship with their voice has been 
different explore why this might be -  prompts -  can you tell me more about that? 
What do you think might have led to the change?)
Affect & Behaviour
How do you feel when your voice talks to you? (frightened, reassured etc)
Are there times Wien you hear the voice and do not feel this way?
How do you manage the feelings that listening to your voice creates -  what helps and 
what doesn’t?
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What do you usually do when the voice talks to you?
Is there anything you have found that makes the voice go away or seem less intense (e.g. 
T.V., talking, reading, drugs....)
Have you always had this type of relationship with your voice?
Have you ever tried to change the way that you relate to your voice?
If yes'. How have you tried to achieve this? (ask person for specific examples)
Do you think that your relationship with your voice is similar to other relationships you 
have (e.g. friends/family/work colleagues)?
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NHS
South West Surrey Local Research Ethics Committee
Education Centre 
Royal Surrey County Hospital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Telephone; 01483 571122 x4382 
Direct Line/Fax; 01483 406898 
Email: ethics.committee@royalsurrey.nhs.uk
Our Ref: 05/Q1909/69
21 December 2005
Dr Mark Hayward 
Chartered Clinical Psychologist 
Psychology Department 
University of Surrey 
Guildford GU2 7XH
Dear Mark
An exploration of the experience of hearing voices within a relational framework
The REC gave a favourable ethical opinion to this study on 17 November 2005.
West Sussex LREC has notified us of its decision following a re-assessnient of the site-specific 
issues. I am pleased to confirm the extension of the favourable opinion to the new site. I attach an 
updated version of the site approval form, listing all sites with a favourable ethical opinion to 
conduct the research.
Research governance approval
You should inform the local Principal Investigator at each site of the favourable opinion by sending 
a copy of this letter and the attached form. The research should not commence at any NHS site 
until research governance approval for each site has been confirmed.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for Research Ethics 
Committees (July 2001) and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK.
Youp. sincerely
JO KERSLAKE
inatorCa-o^i
Copy to: Professor T Desombre, University of Surrey
An advisory committee to  Surrey and Sussex Strategic Health Authority
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Ms Victoria Tozof 
Psychology Department 
University of Surrey 
Guildford 
Surrey
G U 2 7XH 20  February 2006
Dear Ms Tozor
ID: 0572/ESC H I2005 An exploration  o f  th e  ex p er ien ce  o f hearing v o ic e s  w ithin a relational
framework.
Further to my letter of the 23rd August 2005, the Chairman on behalf of the RAMC fias considered your 
resp on se to the issu c /s  raised by the committee's initial review. The docum ents considered w ere as  
follows;
'  NHS REC form parts A and B (signed and dated 26/07/05)
' NHS REC form pari C for Victoria Tozcr (signed and dated 27/07/05)
'  NHS REC form part C for Eleanor S w e ll (signed and dated 27/07/05)
" NHS R&D form for Victoria Tozer (signed and dated 27/07/05)
NHS R&D form for Eleanor Sorrell (signed and dated 27/07/05)
* Protocol (version 1 dated 18/07/05)
'  CV for Eleanor Sorrell (signed and dated 27/07/05)
* CV for Victoria Tozer (signed and dated 27/07/05)
* Letter from Eleanor Sorrell and Victoria Tozcr in response to the RAMC's request for clarification 
(signed and dated 07/09/05)
■ South W est Surrey SSA  approval letter for Eleanor Sorrell (signed and dated 22/11/05)
* South W est Surrey SSA  approval tetter for Victoria Tozer (signed and dated 21/12/05)
I am p leased  to inform you that this study has now been approved by ‘Chairman's action’, and s o  may 
proceed. This approval is valid in the following Organisations.
* W est S u ssex  Health and Social Caro MHS Trust - Victoria Tozcr
Your RAMC approval is valid providing you comply with tee conditions set out below:
1. You com m ence your research within one year of the date of this letter. If you d o rot begin your work 
within this time, you will be required to resubmit your application to the committee.
2. You notify the RAMC by contacting m e, should you deviate or m ake any ch an ges to the RAMC  
approved docum ents.
3. You alert the RAMC by contacting m e, if significant dovelopm cnts occur a s  the study p rogresses, 
whether in relation to the safety of individuals or to scientific direction.
4. You com plete and return the standard annual self-report study monitoring form when requested  to do 
so  at the end of each  financial year. Failure to do this will result in the suspension  of RAMC approval.
5. You comply fully with the Department of Health R esearch Governance Framework, and in particular 
that you ensure that you  are aware of and fully discharge your rraponsibilities in respect to Data 
Protection, Health and Safety, financial probity, ethics and scientific quality. You should refer in 
particular to S ections 3 .5  and 3.0 of the Research Governance Framework.
P lease contact the Consortium Office if you wish this approval to be extended to cover other 
Consortium Organisations: such an extension will usually be agreed on the sam e day. W e a lso  frave 
reo^rocal arrangements for recognition of Research Go'vernanco approval with som e other NHS
258
MAJOR RESEARCH PROJECT
Organisations: such an extension can usualiy be arranged within five working days.
Please note that if your work involves South Downs Health NHS Trust, this approval means that you 
now have your Research Passport.
Good luck with your work.
Yours sincerely,
Helen Vaughan (Mrs)
Research Governance Assistant
259
MAJOR RESEARCH PROJECT
Unis
Ethics Committee
23 January 2006
Dr M Hayward 
Department of Psychology 
School of Human Sciences
Dear Dr Hayward
An exploration of the experiences of hearing voices within a relational framework 
(EC/2006/06/Psvch) -  FAST TRACK
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 23 January 2006
The iist of documents reviewed and approved by the Committee under its Fast Track 
procedure is as foilows:-
Document Type: Application 
Dated: 22/11/05 
Received: 13/01/06
Document Type: Approval Letter from the South West Surrey LREC 
Dated: 21/12/05 
Received: 13/01/06
Document Type: Copy of the NHS Appiication Form 
Version: 4.1 
Dated: 26/07/05 
Received: 13/01/06
Document Type: Insurance Proforma 
Received: 13/01/06
Document Type: Research Proposal 
Received: 13/01/06
Document Type: Participant Information Sheets 
Received: 13/01/06
Document Type: Consent Form 
Dated: 20/05/05 
Received: 13/01/06
260
MAJOR RESEARCH PROJECT
Document Type: Letter to GP 
Dated: 20/05/05 
Received: 13/01/06
Document Type: You and Others Questionnaire 
Received: 13/01/06
Document Type: The Voice Relating Interview 
Received: 13/01/06
Document Type: The Voice and You Questionnaire 
Received: 13/01/06
Document Type: BAVQ-R Questionnaire 
Received: 13/01/06
Document Type: Psychotic Symptom Rating Scales 
Received: 13/01/06
This opinion is given on the understanding that you v/iii comply with the University's Ethicai 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Secretary, University Ethics Committee 
Registry
cc: Chairman, Ethics Committee
Ms V Tozer, Psychology
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Unis
Participant information sheet
University 
off Surrey
Guildford
Surrey GU2 7XH. UK
Telephone
+44 (0)1483 300800
Facsimile
+44(0)1483 300803 
www.surrey.ac.uk
Schooi off
Human
Sciences
Department of 
Psychology
Facsimile
+44 (0)1483 689553
(participants from non clinical sample)
Study title
An exploration of the experience of hearing voices within a relational framework 
Invitation paragraph
You are being invited to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and discuss it 
with friends, relatives, and your GP if you wish. Please ask if there is anything that is 
not clear or if you would like more information. Please take time to decide whether or 
not you wish to take part.
Thank you for reading this.
What is the purpose of the study?
This study is trying to find out more about people’s experience of hearing voices. In 
particular, it is interested in the relationships tiiat people develop with their voices. 
Are these relationships mainly positive or negative? Are they similar to the 
relationships that are developed with people in the hearer’s social network? Does the 
type of relationship influence the amount of distress that the voices cause? Do these 
relationships change over time?
This study will run from August 2005 until September 2009
263
MAJOR RESEARCH PROJECT
Why have I been chosen?
We are interested in speaking with you because we understand you have heard voices 
for at least six months.
In total, approximately 90 people will participate in the study.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be given this information sheet and asked to sign a consent form. If you decide to take 
part you are free to withhold any personal information or to withdraw at any time, 
without giving a reason.
What would taking part entail?
Interview & Questionnaires
You will be asked to complete an interview about the voices that you hear and a 
maximum of five questionnaires. This would be done over two meetings and can be 
done at a mutually convenient location. Once the interview and questioimaires have 
been completed you will be required to do nothing else.
Audio-taping
A small number of interviews will be audio-taped and you may be asked if you would 
mind your interview being taped. If you agree, the tape of your interview will be 
stored in a locked cabinet and will only be listened to by one of the other researchers; 
no one else will listen to your tape. Your name and address will not be attached to the 
tape so you will not be identifiable. You can say no to the taping and still take part in 
the study. If you decided to allow your interview to be audio-taped you would be free 
to stop die taping at any time.
Repeating the taped interview
A small number of taped interviews will be repeated and you may be asked if you 
would be happy to be re-interviewed at another time. If you agree to this the 
researcher will arrange to meet with you again after a period of not less than a week. 
At this meeting you would only be asked to take part in the interview, you would not 
be asked to complete the questionnaires again. If you decide that you would not want 
to be re-interviewed your participation in the research project would not be affected.
Follow-up
You will be asked if you are happy to be contacted again in one-year and three-years 
time. If you agree to this a researcher will contact you and ask you to complete the 
interview and questionnaires again. As before, this would be done at a mutually 
convenient location. However, if you did not wish to meet with the researcher and 
complete the interview and questionnaires again you would be free to withdraw at any 
time, without giving a reason.
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What are the advantages and disadvantages of taking part?
There are no anticipated disadvantages of taking part in the study. However, if  you 
wanted to stop the interview or discontinue the questionnaires for any reason, you 
would be free to do so immediately.
It is hoped that the study will contribute to a greater understanding of voices and 
improved treatment for people who hear them. If you would be interested in the 
results of the study we will be happy to share them with you at a later date.
What if I become distressed?
It is possible that some people may experience distress when discussing their voices. 
Before the research procedure begins die researcher will discuss this possibility with 
you and the two of you will develop a plan for how to cope with any distress that may 
arise. This will involve providing you with an opportunity to discuss it with the 
researcher in the session. It would also include considering viio else would be able to 
offer you support e.g. other health care professionals, family, and friends.
Confidentiality
With regard to your GP
Your GP will not be informed that you are taking part in the study, unless you request 
that they are contacted. The researcher will have no contact with your GP, with one 
exception: if you say something that leads the researcher to believe that the safety of 
yourself or someone else is at risk, this information will need to be passed on. Before 
doing so, the researcher will speak with you about how to do this.
With regard to writing about the research project
All the information collected during the study will be kept strictly confidential. It will 
be coded and have your name and address removed so that you cannot be recognised 
from it. The study has been checked to ensure it complies with data protection laws.
What will happen to the results of the studv?
The results of part of this study will be written-up by September 2006, and submitted 
to the course being undertaken by three of the researchers at the University of Surrey. 
The results of another part of the study will be written-up by September 2007, and 
submitted to the course being undertaken by another one of the researchers at the 
University of Surrey. You could receive feedback on the results of the study if you 
would like it. An article about the study will be written collaboratively by all the 
researchers and attempts will be made to publish it in a national psychology journal. 
No participant will be identified in any part of the write-up or article.
Who has reviewed the studv?
This study has been reviewed by South West Surrey Local Research Ethics 
Committee which raised no objection to it.
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Contact for further information
If you have any questions or concerns about this study, you should discuss them with 
the researcher leading the study:
Dr. Mark Hayward 
Clinical Psychologist 
C/o Department of Psychology 
University of Surrey 
Guildford GU2 7XH
Tel: 01483 689441
If you have any complaints about your participation in this research, in the first 
instance please contact the Chief Investigator, Dr Mark Hayward.
In the unlikely event of you suffering significant and enduring harm as a result of 
your participation in this research, the University of Surrey (as sponsor of the 
research) holds no-fault insurance cover which is intended to provide compensation to 
participants, regardless of liability. The University of Surrey also has public liability 
insurance, which covers public liability claims.
If you decide to participate in the study you will be given a copy of this information 
sheet and a signed consent form to keep.
11* November 2005 
Version 4
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Unis
T k b  Q uzb n ' s 
JÏNIV811IA»Y PlUZES
Centre number:
Participant Identification Number:
CONSENT FORM
University 
of Surrey
Guildford
Surrey GU2 7XH. UK 
Telephone
+44(0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
School of
Human
Sciences
Department of 
Psychology
Facsimile
+44 (0)1483 689553
Title of Project: An exploration of the experience of hearing voices 
within a relational framework
Name of Researcher:
I confirm that I have read and understand the information sheet dated 11 
November 2005 (version 4) for the above study and have had the opportunity to 
ask questions.
I understand that my participation is voluntary and that I am free to withhold 
personal information or to withdraw at any time, without giving any reason, and 
without my medical care or legal rights being affected.
Please initial 
box 
□
I give permission for my interview to be audio-taped.
Date Signature
Name of person taking consent 
(if different from researcher)
Date Signature
Researcher Date Signature
I for participant; I for researcher.
20/05/05 -  version 1
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Unis
Participant information sheet
University 
of Surrey
Guildford
Surrey GU2 7XH.uk
Téléphoné
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
School of
Human
Sciences
Department of 
Psychology
Facsimile
+44 (0)1483 689553
Study title
An exploration of the experience of hearing voices within a relational framework 
Invitation paragraph
T n  Q u m ’i  
A n n iv b m a j i t  P b i z i i
You are being invited to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done and what it will 
involve. Please take time to read the following information carefully and discuss it 
with friends, relatives, care team and your GP if you wish. Please ask if there is 
anything that is not clear or if you would like more information. Please take time to 
decide whether or not you wish to take part.
Thank you for reading this.
What is the purpose of the studv?
This study is trying to find out more about people’s experience of hearing voices. In 
particular, it is interested in the relationships that people develop with their voices. 
Are these relationships mainly positive or negative? Are they similar to the 
relationships that are developed vdth people in the hearer’s social network? Does the 
type of relationship influence the amount of distress that the voices cause? Do these 
relationships change over time?
This study will run from August 2005 until September 2009 
Whv have I been chosen?
We are interested in speaking with you because: 1) We understand you have heard 
voices for at least six months; and 2) a member of the team who is involved in your 
care suggested that you might like to participate.
In total, approximately 90 people will participate in the study.
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Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be given this information sheet and asked to sign a consent form. If you decide to take 
part you are free to withhold any personal information or to withdraw at any time, 
without giving a reason. This will not affect the care you receive. Neither will a 
decision not to participate.
What would taking part entail?
Interview & Questionnaires
You will be asked to complete an interview about the voices that you hear and a 
maximum of five questionnaires. This would be done over two meetings and can be 
done at a mutually convenient location. Once the interview and questionnaires have 
been completed you will be required to do nothing else.
Audio-taping
A small number of interviews will be audio-taped and you may be asked if you would 
mind your interview being taped. If you agree, the tape of your interview will be 
stored in a locked cabinet and will only be listened to by one of the other researchers; 
no one else will listen to your tape. Your name and address will not be attached to the 
tape so you will not be identifiable. You can say no to the taping and still take part in 
the study. If you decided to allow your interview to be audio-taped you would be free 
to stop the taping at any time.
Repeating the taped interview
A small number of taped interviews will be repeated and you may be asked if you 
would be happy to be re-interviewed at another time. If you agree to this the 
researcher will arrange to meet with you again after a period of not less than a week. 
At this meeting you would only be asked to take part in the interview, you would not 
be asked to complete the questionnaires again. If you decide that you would not want 
to be re-interviewed your participation in the research project would not be affected.
Follow-up
You will be asked if you are happy to be contacted again in one-year and three-years 
time. If you agree to this a researcher will contact you and ask you to complete the 
interview and questionnaires again. As before, this would be done at a mutually 
convenient location. However, if you did not wish to meet with the researcher and 
complete the interview and questionnaires again you would be free to withdraw at any 
time, without giving a reason.
What are the advantages and disadvantages of taking part?
There are no anticipated disadvantages of taking part in the study. However, if you 
wanted to stop the interview or discontinue the questionnaires for any reason, you 
would be free to do so immediately.
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It is hoped that the study will contribute to a greater understanding of voices and 
improved treatment for people who hear them. If you would be interested in the 
results of the study we will be happy to share them with you at a later date.
What if I become distressed?
It is possible that some people may experience distress when discussing their voices. 
Before the research procedure begins the researcher will discuss this possibility with 
you and the two of you will develop a plan for how to cope with any distress that may 
arise. This vrill involve providing you with an opportunity to discuss it with the 
researcher in the session. It would also include considering who else would be able to 
offer you support e.g. other health care professionals, family, and friends.
Confidentialitv
With regard to your GP and care team
Your care team will know that you are taking part in the study. We will also ask you 
for permission to inform your GP. The researcher will have no other contact with 
your care team or GP, with one exception: if you say something that leads the 
researcher to believe that the safety of yourself or someone else is at risk, this 
information will need to be passed on. Before doing so, the researcher will speak with 
you about how to do this.
With regard to writing about the research project
All the information collected during the study will be kept strictly confidential. It will 
be coded and have your name and address removed so that you cannot be recognised 
from it. The study has been checked to ensure it complies with data protection laws.
What will happen to the results of the studv?
The results of part of this study will be written-up by September 2006, and submitted 
to the course being undertaken by three of the researchers at the University of Surrey. 
The results of another part of the study will be written-up by September 2007, and 
submitted to the course being undertaken by another one of the researchers at the 
University of Surrey. You could receive feedback on the results of the study if you 
would like it. An article about the study will be written collaboratively by all the 
researchers and attempts will be made to publish it in a national psychology journal. 
No participant will be identified in any part of the write-up or article.
Who has reviewed the studv?
This study has been reviewed by South West Surrey Local Research Ethics 
Committee which raised no objection to it, and by the Research and Development 
department within your local NHS Trust.
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Contact for further information
If you have any questions or concerns about this study, you should discuss them with 
the researcher leading the study:
Dr. Mark Hayward 
Clinical Psychologist 
C/o Department of Psychology 
University of Surrey 
Guildford GU2 7XH
Tel: 01483 689441
If you have any complaints about your participation in this research, in the first 
instance please contact the Chief Investigator, Dr Mark Hayward. The normal 
National Health Service complaints mechanisms should also be available to you. You 
may wish to seek adviee from the Patient Advice and Liaison Service:
Patient Advice and Liaison Service (PALS)
Eastergate Building 
9 College Lane 
Chichester 
West Sussex 
P019 6FX
Tel: 01243 815239 
Email: pals@wshsc.nhs.uk
In the unlikely event of you suffering significant and enduring harm as a result of 
your participation in this research, the University of Surrey (as sponsor of the 
research) holds no-fault insurance cover which is intended to provide compensation to 
participants, regardless of liability. The University of Surrey also has public liability 
insurance, which covers public liability claims.
If you decide to participate in the study you will be given a copy of this information 
sheet and a signed consent form to keep.
11 November 2005 
Version 4
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T h x  Q u m N ’i  
A n n i t u i a k y  P m z »  
1002
Centre number;
Participant Identification Number:
CONSENT FORM
Title of Project: An exploration of the experience of hearing 
voices within a relational fiamework
Name of Researcher:
University 
of Surrey
Guildford
Surrey GU2 7XH. UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803 
www.surrey.ac.uk
School of
Human
Sciences
Department of 
Psychology
Facsimile
+44 (0)1483 689553
I confirm that I have read and understand the information sheet dated 11 
November 2005 (version 4) for the above study and have had the opportunity to 
ask questions.
I understand that my participation is voluntary and that I am free to withhold 
personal information or to withdraw at any time, without giving any reason, and 
without my medical care or legal rights being affected.
I understand that sections of any of my medical notes may be looked at by 
responsible individuals from West Sussex Health & Social Care NHS Trust 
where it is relevant to my taking part in research. I give permission for these 
individuals to have access to my records.
Please initial 
box 
□
□
I give permission for my GP Dr 
my participation in this study.
1 give permission for my interview to be audio-taped.
to receive details of
Name of particioant Date Signature
Name of person taking consent 
(if different fi'om researcher)
Date Signature
Researcher Date Signature
1 for participant; 1 for researcher; 1 to be kept with care team notes
20/05/05 -  version 1
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Appendix D -  Power Calculations
A priori analysis for a 2-taiIed t-test
Effect size d=0.8 Delta = 2.8844
Alpha = 0.05 Critical t(50) = 2.0086
Power = 0.8 Total Sample size = 52
Actual Power = 0.8075
Ad-hoc analysis on a 2-tailed t-test (voice dominance)
Effeet d=2.2264 Delta = 5.4535
Alpha = 0.001 Critical t(30)=3.6460
m = 24 Power = 0.9517
02 “  8
Ad-hoc analysis on Mailed t-test (hearer distance)
Effect d= l.8715 Delta = 4.7298
Alpha = 0.001 Critieal t(29) = 3.6594
m = 22 Power = 0.8399
02= 9
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Research Log Checklist
1 Form ulating and testing hypotheses and research questions
2 C arrying out a structured literature search using information technology and 
literature search tools
3 Critically review ing relevant literature and evaluating research m ethods X
4 Form ulating specific research questions X
5 W riting b rie f research proposals X -
6 W riting detailed research proposals/protocols d /
7 C onsidering issues related to  ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
o r
8 O btaining approval from a research ethics com m ittee
9 O btaining appropriate supervision for research j y
10 O btaining appropriate collaboration for research
II Collecting data from research participants
12 Choosing appropriate design for research questions
13 W riting patient information and consent forms
14 Devising and adm inistering questionnaires
15 N egotiating access to  study participants in applied NHS settings
16 Setting up a data file J /T
17 Conducting statistical data analysis using SPSS 4Y
18 C hoosing appropriate statistical analyses 4. K
19 Preparing quantitative data fo r analysis
20 C hoosing appropriate quantitative data analysis
21 Sum m arising results in figures and tables
22 C onducting sem i-structured interviews lI T '
23 Transcribing and analysing interview data using qualitative methods
24 C hoosing appropriate qualitative analyses
25 Interpreting results from quantitative and qualitative data analysis
26 Presenting research findings in a variety o f  contexts’
27 Producing a written report on a research project
28 D efending own research decisions and analyses i 1
29 Subm itting research reports fo r publication in peer-reviewed jou rna ls  o r edited 
book
11
30 A pplying research findings to clinical practice
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